THE AMERICAN 
JOURNAL OF PSYCHIATRY 


Vol. 98 SEPTEMBER, 1941 No. 2 


EDITOR 


CLARENCE B. Farrar, M.D. 
111 St. George Street, Toronto, Ont. 


ASSOCIATE EDITORS 


CHARLES MACFIE CAMPBELL, M.D. CLARENCE O. CHENEY, M.D. 
Rusu Dunrton, Jr., M.D. Kart M. Bowman, M.D. 
FRANKLIN G. M.D. T. Matuers, M.D. 
THEOPHILE RAPHAEL, M.D. Aaron J. Rosanorr, M.D. 
STANLEY Coss, M.D. WALTER L. TreEapway, M.D. 
WILLIAM C. Sanpy, M.D. SAMUEL W. Hamitton, M.D. 


FORMER EDITORS 


1844-1931 
AMARIAH BriGHAM, M.D. T. Romeyn Beck, M.D. Henry M. Hurp, M.D. 
G. ALpER BLumeEr, M.D. RicHARD Dewey, M.D. Epwarp N. Brus, M.D. 


Joun P. Gray, M.D. 


The American Journal of Psychiatry, formerly the American Journal of Insanity, the official 
organ of The American Psychiatric Association, was founded in 1844. It is published bi-monthly, 
the volumes beginning with the July number. 

The subscription rates are $6.00 to the volume: Canadian subscriptions, $6.25; foreign sub- 
scriptions, $6.50, including postage. 

Copyright 1941 by The American Psychiatric Association. 
Office of Publication, 1500 Greenmount Ave., Baltimore, Md. 

Editorial communications, books for review and exchanges should be addressed to the Editor, 
Dr. Clarence B. Farrar, 111 St. George Street, Toronto, Ontario, Canada. 

Business communications, remittances and subscriptions should be addressed to The American 
Psychiatric Association, 9 Rockefeller Plaza, New York, N. Y. 

Entered as second-class matter July 31, 1911, at the postoffice at Baltimore, Maryland, under 
the Act of March 3, 1879. Acceptance for mailing at special rate of postage provided for in 
Section 1103, Act of October 3, 1917. Authorized on July 3, 1918. 


| 
| 


THE AMERICAN PSYCHIATRIC ASSOCIATION 


TE 
OFFICERS 
1941-1942 
President-Elect, ARTHUR H. RuactEs, M.D................ ...Providence, R. I. Most 
Secretary-Treasurer, WINFRED OVERHOLSER, M.D............. Washington, D. C. deal of 
changes 
hospital 
INTC ment wt 
COUNCILLORS Admini: 
For three years For two years For one year | centrati 
GeorcE H. Stevenson, M.D. C. Sanpy, M.D. RicHArD H. Hutcuines, M.D. 
Roscoe W. Hatt, M.D. FREDERICK W. Parsons, M.D. LAwrENcE Koc, M.D. “tig 
J. D. RercuHarp, M.D. BERNARD T. McGuire, M.D. Wiu1aAM J. TirFany, M.D. for the 
Kart MENNINGER, M.D. LeRoy M. A. Maeper, M.D. E. Armirace Baber, M.D. many 
their pz 
higher 
AUDITORS than fi 
For three years For two years For one year el 
) 
CHESTER L. Car Liste, M.D. Horace G. Riptey, M.D. Cuarves W. Castner, M.D. dents 
or deat 
of oth 
EXECUTIVE COMMITTEE the pt 
J. K. Hatt, M.D. WINFRED OVERHOLSER, M.D. 
ArTHUR H. M.D. WitiaM C. Sanpy, M.D. 
GeorceE H. Stevenson, M.D. statisti 
Co 
EXECUTIVE ASSISTANT For 
9 Rockefeller Plaza, New York, N. Y. tics 
of Me 
CHAIRMEN OF COMMITTEES | parati 
Board of Examiners—SAMUvuEL W. Hamitton, M.D., Washington, D. C. 
Nominating Committee—R. FINLEY GAYLE, Jr., M.D., Richmond, Va. pat 
Program—Kart M. Bowman, M.D., New York, N. Y. visits 
Arrangements—Harry C. Sotomon, M.D., Boston, Mass. result 
Public Education—C. CHARLES BurLINGAME, M.D., Hartford, Conn. maile 
Research—ABRAHAM M. Myerson, M.D., Boston, Mass. can tl 
Nomenclature and Statistics—Nett A. Dayton, M.D., Boston, Mass. hospi 


Psychiatric Nursing—Cuartes P. Fitzpatrick, M.D., Howard, R. I. state. 
Psychiatric Standards and Policies—FREDERICK W. Parsons, M.D., New York, N. Y. 


1 
Ethics—JaMeEs W. Vernon, M.D., Morganton, N. C. ont 
Legal Aspects of Psychiatry—Paut L. ScHRoepER, M.D., Chicago, III. Va., } 
Psychiatric Social Service—GeorceE S. STEVENSON, M.D., New York, N. Y. Mei 
Psychiatry in Medical Education—FRrank.in G. Epaucu, M.D., Denver, Colo. Tufts 


2D 


THE USEFULNESS OF STATISTICS TO THE ADMINISTRATOR * 
By NEIL A. DAYTON, M.D.,? Boston, Mass. 


INTRODUCTION 


Most administrators do not devote a great 
deal of time to study of the statistics on 
changes in patient population of the mental 
hospitals under their direction. This state- 
ment would not apply to financial statistics. 
Administrators are quite accustomed to con- 
centrating their attention on business mat- 
ters. Budgets must be set up and expendi- 
tures checked to the last dollar. We know 
how much has been spent annually for butter 
for the past 20 years. But let me ask how 
many superintendents can tell whether or not 
their patient discharge rate for last year was 
higher than the year before; was it higher 
than five years ago? Is medical care, as 
judged by death rates, getting better or is it 
becoming worse? How many superinten- 
dents know whether their discharge rates 
or death rates are higher or lower than those 
of other hospitals in the same state? It is 
the purpose of this paper to present the 
methods which were adopted in one state to 
answer some of these questions and to make 
available for superintender.ts comparative 
statistics on the operation of their institutions. 


COMPARATIVE MONTHLY STATISTICS 


For several years the Division of Statis- 
tics of the Massachusetts State Department 
of Mental Health has been preparing com- 
parative figures on the movement of patient 
population in the mental hospitals and state 
schools under the department. Figures are 
compiled each month on discharges, deaths, 
visits and escapes. Sets of tables on the 
results for all hospitals and schools are 
mailed monthly to each superintendent who 
can thus compare the discharge rates of his 
hospital with other hospitals throughout the 
state. For example, if he heads an active ad- 


1 Read at the ninety-seventh annual meeting of 
The American Psychiatric Association, Richmond, 
Va., May 5-9, 1941. 

From the Massachusetts State Department of 
Mental Health and the Department of Psychiatry, 
Tufts College Medical School. 

2 Director, Division of Statistics. 


mission hospital he can compare his dis- 
charge rates with others of the same type. 
He can also turn to the table containing 
death rates for all hospitals and determine 
his standing in reference to this particular 
item. The same comparison may be made 
for the number of patients placed on visit 
during the month, or for patients who es- 
caped from hospital. 

To clarify the method used, the regular 
monthly tables will be presented in minia- 
ture. The usual tables present complete fig- 
ures for thirteen mental hospitals and three 
state schools for mental defectives. For the 
sake of brevity condensed tables, based on 
the eight active admission hospitals, will be 
shown. In each table the names of the four 
hospitals making the best showing will be 
given and the names of the last four hospi- 
tals omitted. The figures presented are fot 
a single month only, and carry no implication 
as to the final work of the various hospitals. 
Variation in the accomplishment of hospitals 
from month to month is quite common in our 
experience. 

Discharge Rates.——Table 1 presents the 
discharge rates for the eight admission hos- 
pitals for the month of December, 1940. 
Figures in the second column showing the 
number of patients under care are arrived at 
by adding together patients in residence at 
the end of the month, all patients discharged 
during the month, and all patients carried on 
the books, on visit, escape, in family care, etc. 
The third column shows the number of dis- 
charges during the month.’ It will be noted 
that there is a vast difference between the 
high discharge rate of 13 and the low dis- 
charge rate of 2 per 1000. The average dis- 
charge rate for all institutions was 9.6 pa- 


3 Only court cases are considered on these tables, 
as inclusion of the temporary care cases would 
interject a factor which would disturb the com- 
parability of the figures. Temporary care cases are 
usually discharged within ten days and include 
many cases “without mental disorder.” In addition, 
institutions vary in the number of temporary care 
cases admitted. We find that comparisons based on 
the court cases remove these disturbing factors. 
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160 THE USEFULNESS OF STATISTICS TO THE ADMINISTRATOR [ Sept. 1941 
tients per 1000. When this table is received per 1000, being more than two-and-a-half ranki 
in the hospital the superintendent is able to _ times as high in the last institution shown in instit 
take it before his staff and show them the _ the table as in the first institution. The aver- visit 
record of their hospital for that one month. age death rate for all hospitals is 10.5. On hospi 
If the discharge rate is high, congratulations receiving this table a superintendent may euine 
may be in order. If the discharge rate is question himself about the medical care of dns 
very low, as in the case of the last two insti- his hospital. If this institution happens to be 
TABLE 1.—DISCHARGES 
Court Cases DISCHARGED FROM AcTiIvE ApMISSION Hospirats MONTH OF 
DECEMBER, 1940, BY HospITAL AND SEX: DiscHARGE RATES 
PER 1000 PATIENTS UNDER CARE 
(3) (4)3+2 
Court cases dis- Discharge rate pet 
(1) (2) charged during 1000 cases under 
Active admission hospitals Patients under care month care 7 
M F T M FT 
1,146 1,368 2,514 4 31 35 3.4 22.6 13.9 Danve 
ais 1,005 1,074 2,079 II 17 28 10.0 15.8 13.4 W 
859 1,109 1,968 10 5 25 11.6 13.5 12.6 North 
1,281 1,581 2,862 14 18 32. «1092S Taunt 
720 835 1,555 6 I 7 8.3 I.I 4.5 
840 1,141 1,981 2 3 5 2.3 2.6 2.5 
All admission hospitals....... 8,588 10,219 18,807 71 117 188 8.2 11.4 9.6 AML ac 
TABLE 2—DEATHS 
DeaTHs IN Active ApMISsION Hospitats DurtnG MontH oF DECEMBER, 1940, BY HosPITAL C 
AND SEX: DeEatH Rates PER 1000 PATIENTS UNDER TREATMENT 
(4)3+2 
(1) . (2) (3) Rate per 1000 under 
Active admission hospitals Patients under treatment Patients who died treatment i 
A A Ac 
M F T M F  s M F T 
QI7 951 1,868 5 12 5.4 6.4 North 
797 1,072 1,869 10 4 I 2.5 3.7 7.4 
722 075 1,697 8 7 15 II.0 8.8 Westh 
982 1,175 2.365 15 7 22 15.2 5.9 10.1 Worc 
660 761 1,421 5 10 15 9.6 144 10.5 
1,080 1,236 2,316 13 12 25 2.0 9.7 10.7 
1,065 1,315 2,380 20 19 39 18.7 14.4 16.3 
All admission hospitals....... 7,438 8,791 16,229 90 82 172 12.1 9.3 10.5 einai 
tutions, the superintendent may well ques- decidedly below the average of the other 
tion himself and the members of his staff as hospitals, he is in a position to check care- his h 
to the methods that are being used to get fully with his medical staff on the medical institt 
patients out of hospital. care of patients. inten¢ 
Death Rates.—Table 2 indicates the deaths Visit Rates—Table 3 shows the number the le 
in eight Massachusetts mental hospitals dur- of patients placed on visit by the admitting with 
ing December, 1940. The figures for patients hospitals during the month of December, cedur 
under treatment are determined by adding 1940.* As in the other tables only the four of ho 
together patients in residence at the end of Esc 
h th and all death  diecharnes dur * Short overnight or weekend visits are not in- in ou 
t cluded in these totals. Under our statistical system 
ing the month. It will be seen that the death we consider periods of three days or less in the visit, a 
rate for this month varied from 6.4 to 16.3 community as absences. To be considered as on four o 
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ranking hospitals are named, and all eight 
institutions are shown in the order of their 
visit placement ratio. The visit rate for all 
hospitals is 42 per 1000. When the superin- 
tendent receives this table some time during 
the month, he can easily check the work of 


capes (Table 4).° For example, during the 
month of December, 1940, both Northamp- 
ton and Taunton had no escapes, West- 
borough had one escape, and Worcester, 2. 
The largest number of escapes during the 
month was 5. We record the escapes as we 


TABLE 3.—VISITS 


Court CAsEs PLAcED on Visit FROM AcTIvE ADMISSION HospitaLts Durtnc MONTH OF 
DECEMBER, 1940, BY HospITAL AND SEX: Visit RATES 
PER 1000 PATIENTS UNDER TREATMENT 


> 3 


(3) 
Court cases placed Visit rate per 1000 


I (2) on visit during cases under 
Active admission hospitals Patients under treatment month treatment 

M F T M F T M F T 
ONG is cemdararcchaawsens 1,080 1,236 2,316 62 85 147 57.4 68.7 63.4 
Westborough ........ceessere 722 975 1,697 42 48 90 58.1 49.2 53.0 
982 1,175 2,157 56 52 108 56.9 44.1 50.0 
QI7 Q5I 1,868 44 45 89 47.9 47.3 47.0 
660 761 1,421 19 2 43 28.7 31.5 30.2 
1,215 1,306 2,521 28 44 72 23.0 33-7 28.5 
[cin eetaateasakedbacrmbewees 797 1,072 1,869 13 19 32 16.3 17.7 17.1 
All admission hospitals....... 7,438 8,791 16,229 327 363 690 43.9 41.2 42.5 


TABLE 4—ESCAPES 


Court CASEs ON Escape ACTIVE ADMISSION HospitALs DurING MonTH OF DECEMBER, 1940, 
BY HosPITAL AND SEX: EscApe RATES PER 1000 PATIENTS UNDER TREATMENT 


(4) 3 +2 


3 
Court cases on Escape rate per 1000 


(1 (2) escape during cases under 
Active admission hospitals Patients under treatment month treatment 
M F 3 M F T M F z= 
Northampton ............ 982 1,175 2,157 
722 975 1,697 I I 1.02 
1,215 1,300 2,521 2 2 1.6 7 
660 761 1,421 I I 2 1.5 1.3 1.4 
1,065 1,315 2,380 3 2 5 2.8 1.5 2.1 
797 1,072 1,869 5 5 6.2 2.6 
All admission hospitals.... 7,438 8,791 16,229 14 4 18 1.8 4 I.I 


his hospital in placing patients out of the 
institution on visit. For example, the super- 
intendent of the last hospital in order, with 
the low visit rate of but 17 per 1000, could 
with reason check up on the standard pro- 
cedure of his hospital in getting patients out 
of hospital on visit. 

Escape Rates——The fourth item checked 
in our monthly report is the matter of es- 


visit, a patient must have been out of the institution 
four or more days. 


feel that the number leaving the hospital re- 
flects, to a certain extent, the attitude of 
patients toward the hospital, and also the 
efficiency of the hospital in recovering pa- 
tients once an escape effort has been made. 
If a hospital is high in escape rates month 
after month, it may be well for the super- 


5 To be classified as an escape a patient must have 
been absent from the hospital after midnight of the 
day on which the escape was attempted. Thus, 
patients returned within a few hours are not con- 
sidered as escapes. 
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intendent to review the standard practice of 
that hospital in reporting and handling es- 
capes. 

Monthly Summary Table—To give a 
rather general picture of the work of a hos- 
pital in all activities throughout the month a 
summary table is presented. This combined 


[ Sept. 


low scores occupying the high positions. 
Northampton and Westborough are close 
with totals of nine and eleven points each, 
for this month. The last institution on the 
list presents a different set of findings. This 
hospital was last in discharge rates, second 
in death rates, last in visit rates, and also in 


TABLE 5.—SUMMARY 


MASSACHUSETTS DEPARTMENT OF MENTAL HEALTH—DIVISION OF STATISTICS 
SUMMARY FOR DECEMBER, 1940—ACTIVE ADMISSION HOsPITALS 


Attained position for December 
in reference to 


Discharge 


Institutions rates Death rates 
Northampton .......... I 4 
Westborough 3 3 
5 
8 2 


Score position 


Visit rates Escape rates Total for month 
4 I 8 First 
3 I 9 Second 
2 3 II Third 
I 5 18 Fourth 
7 4 2: Fifth 
5 7 24 Sixth 
6 6 24 Seventh 
8 8 26 Eighth 


TABLE 6—ANALYSIS OF OUTCOME 


DIsPosITION AT ENp oF ONE YEAR OF First Court ADMIssIOoNs TO AcTIVE ADMISSION 
HospitaALts DurinG DECEMBER, 1939, EXCLUSIVE OF 
Cases Dyinc, By HosPITAL 


First court 


Disposition of cases at end of December, 1940 


admissions 
of December, Remaining Out of insti- 
1939 who in institu- tutions on 
survived tions Discharged visit, etc. 
Active admission hospitals ‘No. Per cent ‘No. Per cent ‘No. Per cent No. Per cent 
Westborough .......... 8 100 2 25.0 ~~ " 6 75.0 
Le 29 100 9 31.0 2 6.9 18 62.1 
38 100 14 36.8 5 13.2 19 50.0 
BOSON 28 100 II 39.3 7 25.0 10 38.7 
24 100 12 50.0 2 8.3 10 41.7 
24 100 14 58.3 2 8.3 8 23.3 
10 100 7 70.0 I 10.0 2 20.0 
All admission hospitals... 169 100 74 43-7 19 11.2 76 44.9 


monthly report is made up from the accom- 
plishment of the different hospitals in refer- 
ence to the four items, discharges, deaths, 
visits and escapes. Table 5 presents the sum- 
mary of findings for December, 1940. The 
Taunton State Hospital was second in dis- 
charge rates, presented the lowest death 
rates, was fourth in visit rates, and presented 
the lowest escape rates during the month. 
This institution had a total of eight points, 
which gives it first position for the month. 
The standings of the other hospitals are re- 
corded in order, the institutions making the 


last position in escape rates. Knowing what 
happens in some of the staff meetings when 
these reports are received, I can imagine that 
the staff of this particular institution had a 
very lively session the day after this report 
came into the hospital. 

Study of Outcome.—The five tables out- 
lined in the preceding paragraphs consti- 
tuted the original monthly tables sent to in- 
stitutions by the Division of Statistics. 
While the comparative statistics on the 
monthly changes in population of the various 
hospitals continue to be of the greatest in- 
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terest, it has been considered advisable to 
add two other tables which check the out- 
come of specific groups of patients. The first 
table touches upon the outcome of patients 
at the end of one year and the other checks 
the matter of readmission of patients previ- 
ously discharged to the community. In 
Table 6 we present the status of patients who 
were admitted to hospitals in December of 
1939 at the end of the year following, or at 
the end of December, 1940. In this we take 
the admissions of a single month, one year 
ago, exclude all cases dying within the year, 
and then see what has happened to the ad- 
missions who did not die at the end of one 
year. For example, Westborough had 8 
court admissions in December, 1939. At the 
end of December, 1940, two of these patients 


visit) at the end of one year. Westborough 
had 75 per cent out of hospital and the last 


75 % 
69 
63 6, 
---AVERAGE 56% _ ____ 
50 
Worcester Boston State — — 
ADMISSION HOSPITALS 


GrapH 1I.—First admissions of December, 1939, 
who were out of hospital at the end of one year 
(Dec., 1940) by hospital: percentages. 


TABLE 7._ANALYSIS OF READMISSION FACTOR 


Patients DiscHARGED FROM AcTIvE ApMission HospitaLs DurtnGc Ocrtoser, 1938 WHO WERE 
READMITTED WITHIN A TWo-YEAR PERIOD (OCTOBER, 1940) 


Discharged Remaining out Readmitted to any 
from hospital of hospital mental hospital 
during October 31, before October 31, 
Active admission hospitals October, 1938 1938 1940 
No. No No Per cent 

10 9 I 10.0 
All admission hospitals................ 235 190 45 19.1 


were still in hospital, and 6 had been placed 
out of hospital on visit. Worcester had 29 
first admissions in December, 1939. Nine of 
these, or 31 per cent, were still in hospital 
at the end of the year, two had been dis- 
charged outright, and 18 were out of institu- 
tion on visit, etc. Danvers showed 36 per 
cent of first admissions of patients still in 
hospital and Boston State 39 per cent. Car- 
rying down the list we see that the last hospi- 
tal had 70 per cent of patients still in hospital 
at the end of the year. This table is a check 
on the work that the various hospitals have 
been doing on the new admissions coming 
into hospital. 

Graph 1 gives the total percentages for all 
patients admitted during December, 1939, 
who were out of hospital (discharged or on 


hospital only 30 per cent. All hospitals com- 
bined had 56 per cent out of hospital at the 
end of one year. The one-year mile-post is 
an excellent time to check up on patients 
under care in mental hospitals. We know 
that the greater part of patients are staying 
in hospital less than one year, and once they 
have remained over one year the chances are 
that they will tend to remain for much 
longer periods. It is urgent, therefore, that 
every effort be made to get patients into the 
community before the one-year period has 
elapsed. 

Study of the Factor of Readmission.— 
Table 7 is the last item on the monthly re- 
port, and has been added just recently. It 
analyzes the factor of readmission of patients 


5a From a suggestion by Dr. Francis H. Sleeper. 
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discharged during previous years. In this 
table we go back two years and list all pa- 
tients discharged from each hospital during 
the same one-month period. These patients 
are then checked in our large master file in 
the Department which embraces all admis- 
sions, discharges and deaths in all hospitals. 
In this way it is possible to determine 
whether or not the patients discharged two 
years ago have returned to any hospital dur- 
ing the intervening two-year period. In 
Table 7 we check the patients who were dis- 
charged from admission hospitals during 
October, 1938. The final date is October 31, 
1940. We find that Medfield had discharged 
10 patients during October, 1938. Nine of 
these patients had remained out of hospital 


il 
UU 


Medfield Worcester — 
Taunton Westboro 


ADMISSION HOSPITALS 


GRAPH 2.—Patients discharged from mental hos- 
pitals in October, 1938, who were readmitted within 
two years (Oct., 1940), by hospital: percentages. 


at the end of two years and one patient was 
readmitted, giving this institution a figure of 
10 per cent for readmissions. Taunton dis- 
charged 19 patients in October, 1939, and 
had but 3, or 15.7 per cent, admitted to any 
mental hospital in this State before the end 
of October, 1940. It will be observed that 
the last two institutions had 22 per cent of 
patients readmitted. This table has been in- 
cluded as it checks the work of various hos- 
pitals on patients discharged. If an institu- 
tion is tending to be a bit optimistic and 
placing cases in the community too early, 
this will inevitably be reflected in a higher 
readmission rate for the discharges from that 
particular hospital. Graph 2 shows the same 
material and reveals that all hospitals com- 
bined had 19 per cent of the discharges of 
October, 1938 readmitted within a two-year 
period. Four hospitals were under this fig- 
ure and the remaining four are higher. The 
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checkup is not restricted to readmissions to 
the original institution. A patient may have 
been discharged from an institution in the 
eastern part of the state and readmitted to 
an institution in the western part of the 
state. His card appears in the master file in 
the central department, and his readmission 
is thus observed and recorded. 


ANNUAL STATISTICS PREPARED FOR INSTI- 
TUTIONS BY CENTRAL DEPARTMENT 


\nother function of the Division of Sta- 
tistics is the preparation of statistical ma- 
terial for the annual report of each of the 
sixteen mental hospitals and state schools 
under the supervision of the Department of 
Mental Health. Under a statistical system 
which was put in operation by the writer in 
1928, statistical clerks in the various institu- 
tions send a coded statistical card to the de- 
partment 30 days after the admission of 
every patient. In the case of patients dis- 
charged or dying in hospital, a final card is 
sent in five days after the discharge or death. 
On receipt of these cards, they are carefully 
checked from the master file which contains 
information on all patients admitted to men- 
tal hospitals in Massachusetts back to 1889. 
Previous admissions are looked up and omis- 
sions or errors are reported back to the insti- 
tution sending in the original card. The 
original coded card is placed in the master 
file. Punched copies are made from these 
originals and are filed in the machine file of 
the Division of Statistics. At the end of the 
year all the cards on admissions, discharges 
and deaths for each institution are carefully 
checked from corrected lists and the stand- 
ard tables of The American Psychiatric As- 
sociation are drawn up for each institution. 
In the case of state schools the standard 
tables of the American Association on Men- 
tal Deficiency are prepared. Two complete 
copies of these tables are sent out, one to be 
included with the written text of the annual 
report of the hospital or state school, when 
it is sent to the printer. The other copy is a 
permanent record for the hospital files. 

New Comprehensive Table—lIn addition 
to the standard tables, a master table has 
been evolved and has been found very useful. 
In the left column of this table is presented 
the detailed classification of The American 
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to Psychiatric Association. Across the table we | 
ave present the figures for patients admitted, | | 
the dying or discharged during the year, and also a || £3 | os ‘i 
1 to patients in residence or on visit at the end | 
the of the year. Thus, if we select a single psy- 
e in chosis we are able to follow it across the Sz | 2 | Re eee 
sion table noting the movement of patients of Ss | Be | ee 42 
that diagnosis for the year. 
Table 8 is an excerpt from a page in the nS | | »|e|\S TBRSS 
STI- annual report of the Danvers State Hospital | 
for the year 1940. Here we find the com- qe | 3 | 
plete story of the movement for the year of | 
patient population diagnosed dementia pre- 
the cox. The original table is complete and pre- | 
sents the same data for the 120 groups and 
al sub-groups of the Standard Classified No- | sigs 3% 
menclature. Let us say that the superinten- rele 
dent wishes to look up cases of paranoid | 2 
dementia praecox which entered or left his nO | Belels oom 
institution during the year. Finding this | 
of diagnosis in the fifth line of the table, he | | 
a notes that there were 44 first admissions and = = | 3 | Zl[n moa mo 
30 readmissions of this diagnosis to his hos- Si | < 3° 2 as 
pital during 1940. In the discharges, 14 first = 
ully admissions left hospital and 10 readmissions. “Ss | 
Following along to the deaths we find that 6 = | 
first admissions and 3 readmissions died 
880. during the year. Looking at the heading, 33 | | eg 
“Resident Population,” we find that Danvers | i 
had 258 first admissions and 163 readmis- | a 
The sions diagnosed dementia przcox, paranoid, 
in the resident population at the end of 1940. | :eoae 
In the next columns at the right entitled, | 
“Patients out on Visit, etc.” we find that Sle 
the there were 31 first admissions and 10 re- 
ges admissions of this diagnosis on the books of Es | 
ally the hospital but out on visit at the end of the 3 | se 71% 
sil. year. In this table it is possible for the super- Zé sis * so a |S 
ren intendent to obtain at a glance a summary of 53 | $ 
movement of patient population for any psy- | 38 | 
land chosis or subdivision thereof. | 2 53 1B 
len- When the annual statistical work for a ° ae alg 
lete particular hospital is finished, the punch | 
be cards are left arranged in the resident popu- 
qual lation and by diagnosis. Thus, they are avail- | | 
hen able for any specific analysis or study that | 
is a the institution might care to attempt. In ag a: 
many instances it saves a great deal of work : : 
tion on the part of the institution if we can sort 2s g en 22g /§ 
has the resident patient population for any group | 
ful. of cases being studied. Alphabetical lists of a 
ited the cases desired are typed and sent to the = [eo 748 
ican institution. This relieves the hospital of the a | a 
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tiresome tasks of going through the case 
record files and listing the names of the pa- 
tients to be studied. 

Annual Discharge Rates—In_ the year 
1940 we added new features to the compre- 
hensive table which are of considerable in- 
terest, those of discharge rates and death 
rates. Table 9 shows the patients discharged 
from the Danvers State Hospital during the 
year 1940. This section is a subdivision of a 


[ Sept. 


under care.° The advantage of presenting 
discharge rates for each psychosis is two- 
fold. It enables the superintendent to com- 
pare the discharge rates of the different psy- 
choses, and also to compare the discharge 
rate of his hospital for any particular psy- 
chosis with the discharge rate of any other 
hospital in the state. 

Annual Death Rates— Table 10 gives the 
numbers of patients dying during the year 


TABLE 9 


PATIENTS DISCHARGED FROM THE DANverS STATE HosPITAL DURING 


1940: DISCHARGE 


RATES PER 1000 UNDER CARE OF SAME DIAGNOSIS 


Patients discharged during year 

First admissions Read ns 
Diagnosis M F T Rate M I Rate 
Dementia precox ....... 4! 33 74 81.8 30 2 57 04.5 
Simple type ......... 4 as 4 117.6 I 2 3 III.I 
Hebephrenic type .... .. its ai 3 3 30.0 
Catatonic type ...... 22 21 43 123.5 16 17 33 134.6 
Paranoid type ....... 6 8 14 45.3 9 I 10 539 
Other types ......... 9 4 13 158.5 4 4 8 140.3 

TABLE 10 
PaTiENTs DyING IN THE Danvers State Hospitat Durinc 1940: DEATH 
RATEs PER 1000 UNDER TREATMENT OF SAME DIAGNOSIS 
Patients dying during year 

First admissions Re admissions 
Diagnosis M F T Rate M Rate 
Dementia przcox ......... 4 II 15 18.5 4 8 12 21.4 
Hebephrenic type ...... : I I 8.0 es I I 10.3 
Catatonic type ........ I 3 4 13.2 2 6 8 37.5 
Paranoid type ........ I 5 6 21.5 2 I 3 17.0 


large table as outlined in Table 8. In 1940 
Danvers discharged 74 first admissions and 
57 readmissions diagnosed dementia przecox. 
Contrary to common belief, the readmissions 
are showing a higher discharge rate (94 per 
1000 under care), than the first admissions 
of this diagnosis (81 per 1000 under care). 
At Danvers there is no tendency to concen- 
trate therapeutic efforts on first admissions 
and neglect readmissions. Studying the vari- 
ous sub-groups it is observed that the first 
admissions present a higher discharge rate 
in the “simple” and “other” sub-groups, 
while a larger proportion of the readmissions 
left hospital in the “hebephrenic,” “cata- 
tonic” and “paranoid” sub-groups. To ob- 
tain the discharge rate the actual number 
discharged is divided by the number of cases 


at the Danvers State Hospital in 1940 and 
also presents the death rates. The death rate 
of 18 per 1000 under treatment’ for first 
admissions and 21 per 1000 for readmissions 

6 Cases “under care” are obtained by adding to- 
gether the number of patients of a given diagnosis 
in residence at the end of the year, the number on 
visit, etc., the number discharged, and the number 
dying. This total represents the total number ex- 
posed to the chance of discharge during the year. 
It will be observed that the admissions during the 
year are included as they are to be found in the 
resident population, in those out on visit at the end 
of the year, in the discharges or in deaths during 
the year. 

7 Cases “under treatment” are obtained by adding 
together the numbers in residence at the end of 
the year, the deaths and the discharges. This total 
gives the number exposed to the chance of death 
during the year. 
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is low in comparison with the death rate of 
87 per 1000 for all psychoses. All three rates 
are higher than the Massachusetts death 
rate for 1940 of 11 per 1000. Again, the 
superintendent may compare the death rates 
in dementia preecox at his hospital with the 
rates of any other institution in the state. 
Patients in Residence at End of Year.— 
Table 11 presents the numbers of patients in 
residence at the Danvers State Hospital at 
the end of 1940 who were diagnosed “de- 
mentia precox,” a total of 1209 resident pa- 
tients. Most numerous among first admis- 
sions are the catatonic (255 cases) and para- 
noid groups (258). In the readmissions the 
same groups are high, with 172 and 163 
cases respectively. We note interesting sex 
differences in this diagnostic group in resi- 


the superintendent of the Danvers State 
Hospital has decided to find out how his dis- 
charge rates in the manic-depressive psy- 
choses are comparing with the discharge 
rates of other hospitals for this same mental 
disorder. He gathers together the annual 
reports of the different hospitals and turns 
to the master table and looks up the dis- 
charge rate for 1940 for each of the hospitals. 
This operation is simple as the figures are 
found in the same place in each of the re- 
ports. Jotting down the figures he compares 
the work of his hospital with that of the 
other hospitals. Graph 3 shows that for this 
particular year Danvers had the third highest 
discharge rate, 191 patients per 1000 under 
care with the same diagnosis. Worcester was 
first with a discharge rate of 237 per 1000, 


TABLE 11 


PATIENTS IN RESIDENCE IN THE DANVERS STATE HosPITAL, SEPTEMBER 30, 1940 


Patients in residence 


First admissions 


Diagnosis M F 
Dementia przcox 32 3905 
18 7 
Hebephrenic type ........... 56 67 
TIDE 109 149 


dence, the women presenting larger numbers 
in both first and readmissions. If the super- 
intendent wished to study the paranoid type 
of dementia przecox, he would write to the 
Central Division of Statistics and make 
known his desires. In turn, our workers at 
the department would go to the resident file 
for Danvers, remove the machine cards for 
both first and readmissions, and sort them 
alphabetically. A clerk would type the two 
lists and they would be mailed to the super- 
intendent. In some instances we have re- 
ceived telephone requests in the morning and 
have been able to send out the typed lists of 
the desired cases before 5 p.m. of the same 
day. 

Comparative Discharge Rates on Annual 
Basis—I have mentioned that it was pos- 
sible for a superintendent to make compari- 
sons in discharge rates or death rates in a 
specific psychosis with the rates of other 
mental hospitals in the state. Let us say that 


Readmissions 

T M F = 
718 231 260 491 

25 16 8 24 
123 4I 52 93 
255 88 84 172 
258 63 100 163 

57 23 16 39 

237 
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_ Grapu 3.—Discharge rates in manic-depressive 
psychosis, 1940, by hospital: discharge rates per 
1000 under care. 


Westborough was second with 204 per 1000, 
and Northampton fourth with a rate of 174 
per 1000. The discharge rate for all eight 
admission hospitals combined was 166 per 
1000. For this year Danvers was about 15 
per cent above the average in discharge rates 
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but has been surpassed by two other hospi- 
tals. If it had happened that this superin- 
tendent had a discharge rate below the aver- 
age line, he would have been at liberty to 
draw this to the attention of his physicians 
and ask them why they had not been so suc- 
cessful in getting patients out of the hospital 
as the staffs of other mental hospitals. 
Comparative Death Rates on Annual 
Basis —Next the superintendent of Danvers 
wishes to check his death rates for the year 
in the manic-depressive psychoses. Graph 4 
shows the death rates for this classification 
in the eight admission hospitals for the year 
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Grapu 4.—Death rates in manic-depressive psy- 
chosis, 1940, by hospital: death rates per 1000 
under treatment. 


1940. Taunton presents the low death rate 
of 21 patients per 1000 under treatment of 
the same psychosis. Boston State is second 
with a death rate of 24 per 1000 patients, 
Westborough shows a death rate of 28 per 
1000. The death rate in manic-depressive 
psychosis for all eight admission hospitals 
combined was 32 per 1000 under treatment. 
The Danvers superintendent finds that his 
death rate is above the average figure. He 
immediately checks the medical care of pa- 
tients with manic-depressive psychosis. He 
asks his staff whether Danvers is using treat- 
ment procedures which differ from those in 
common use in other hospitals showing 
lower death rates. 


MoNnTHLY VARIATIONS IN DISCHARGE, 
VisiIrT AND DeatH RATES 


Very little attention has been given to the 
variations in movement of patient population 
in the various months of the year. Most ad- 
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ministrators have taken it for granted that 
patients will be released or discharged from 
hospital when their condition warrants such 
release. However, a study of the facts re- 
veals that there are marked variations in the 
months the patients are placed out of the 
hospital on visit, the months in which they 
are discharged, and the months in which pa- 
tients die. 

Discharge Rates, by Month—Graph 5 
shows the discharge rates for all patients 
leaving mental hospitals in Massachusetts for 
the three years 1938, 1939 and 1940, by 
month of discharge. We notice that in all 
three years, January and February present 
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GRAPH 5§.—Patients discharged, 1938-1940, by 


months: discharge rates per 1000 under care. 
low discharge rates. Beginning with April 
and through July of each year the discharge 
rates are high. From September onward, in 
the years 1938 and 1939, the latter months 
of the year show lower discharge rates. In 
1940 the late months are more on a level with 
the other months. From April to July the 
highest discharge rates make their appear- 
ance as a general rule. That is, during the 
late spring and summer months there is a 
greater chance that patients will present an 
improvement in their mental disorders that 
warrants a severing of the connection with 
a mental hospital. It is clear that on the 
whole the cold months of late fall and winter 
are definitely lower in discharge rates. An- 
other interesting point is brought out in 
Graph 5. Apparently the year 1940 was not 
a good one for the discharge of mental pa- 
tients as the discharge rates are on a lower 
general level than in 1938 and 1939. 

Visit Rates, by Month.—The monthly fluc- 
tuations in rates for patients placed on visit 
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during the three years 1938, 1939 and 1940 
are outlined in Graph 6. In all three years 
the months of January and February are 
low in visits. The visit rate from April to 
October stays on approximately the same 
level with a high for these months occurring 
in July. Then it is noted that November and 
December are high in visit rates, December 
presenting the high figure in each of the 
three years. While the visit rates for the 
first ten months of the year are on about the 
same level in all three years, we observe that 
the visit rates for November and December 
are tending to a higher level in the later 
years. In 1940 the month of December pre- 
sents the highest visit rate of any of the 
three years. 


= T 


GraPH 6.—Patients placed on visit, 1938-1940, by 
months: visit rates per 1000 under treatment. 


This graph has interesting information for 
us. Patients placed on visit * are apparently 
taken from the hospital in response to re- 
quests of relatives rather than through ef- 
forts of the hospital. It is possible, of course, 
that patients are not improving as rapidly 
and do not become candidates for visit to as 
great an extent in January, February and 
March as they do in November and Decem- 
ber. However, it looks very much as though 
July the 4th, Thanksgiving and Christmas 
are the high points at which patients are 
being placed out of hospital on visit. This 
suggests that the visits are in response to 
requests of relatives rather than any efforts 
of the hospitals. This graph carries the 
suggestion that hospitals should increase 


8 Short visits of a day or two are not included 
but are classified as “absences.” A patient is not 
recorded as being “on visit” until he has been out 
of hospital four or more days. 


their efforts to place patients out on visit 
during January, February and March. It is 
interesting to note that the graph showing 
the discharge rates (Graph 3), shows that 
the months of January, February and March 
are also low in discharges. It appears that 
something should be done to increase both 
the number of patients placed on visit and 
the number discharged in the first three 
months of the year. 

Death Rates, by Months.—Fluctuations 
in the monthly death rates in all mental hos- 
pitals in Massachusetts for the years 1938, 
1939 and 1940 are brought out in Graph 7. 
In 1938 the high death rate months are Jan- 
uary, February, March, April, May and 
December. In 1939 the high death rates 
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GraPH 7.—Patients dying in hospital, 1938-1940, by 
months: death rates per 1000 under treatment. 


occur in the months of January through 
May. In 1940, February, March and Decem- 
ber are the high months. The low death rate 
months run for six months, June to Novem- 
ber, in two years, 1938 and 1939, and for 
seven months, April to October, in 1940. In 
the main, mental patients are high in deaths 
in the winter months. The spring months 
vary in different years. In all years the 
summer and fall months are low in deaths. 
These rates rather conform with those in 
the general population of Massachusetts 
which usually show high points in February 
or March and low points in the summer. 
We should not forget, however, that the 
death rates for any of the low months (about 
5 per 1000) are about half as high as the 
death rates of the Massachusetts population 
for an entire year (about II per 1000). 
Fluctuations in the death rates over the 
months follow the curve of the population 
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rates but, on the whole, the death rates in 
mental disease are about eight times as high 
as those of the general population. 


LENGTH OF HosPITAL STAY 


A point which interests all superinten- 
dents is the length of hospital stay of patients 
leaving their institutions. For several years 
we have been carrying in the annual report 
of the Department a table which gives the 
length of hospital stay of patients discharged 
by hospital. Graph 8 presents these figures 
for the year 1940.° During that year Med- 
field presented the lowest hospital stay of 
patients discharged, an average of seven 


-98 g 
AVERAGE .85 86 .87 -88 [7 
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Medfield \ Foxboro — 
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GrapH 8—Length of hospital stay of patients 
discharged from admission hospitals during 1940, 
by hospital: average in years. 


months (.61 years). Worcester is second, 
with an average hospital stay of eight months 
(.67 years). Foxborough is third with a 
hospital stay of nine months (.77 years). 
Westborough is fourth with an average of 
ten months (.86 years). The average hospi- 
tal stay for all institutions was te months 
(.85 years). We note that two institutions 
show a rather long hospital stay. The seventh 
institution shows a hospital stay of eleven 
months (.98 years) and the eighth institu- 
tion, an average residence of one year and 
two months (1.18 years). This last hospital 
has been keeping its patients nearly twice 
as long as the first institution, with a resi- 
dence of .61 years. 

The superintendent of the last hospital 
may well inquire as to whether or not his 
institution is being rather conservative in the 
release of patients. These averages, of 


9 Report of the Commissioner of the Massachu- 
setts State Department of Mental Health, 1940; 
Table 40. 
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course, do not include any time on visit but 
only the time actually spent in hospital dur- 
ing this one admission. On the other hand, 
it might be well for the hospitals showing a 
short hospital stay to ask whether or not 
they have been a bit enthusiastic in the mat- 
ter of early release of patients. The possi- 
bility of patients having been released pre- 
maturely can be checked quite easily by re- 
ferring to the table in the regular monthly 
statistical report (Table 7) which shows the 
proportion of discharges of previous years 
who have been readmitted subsequently. If 
an institution is consistently showing a short 
hospital residence for discharges and is also 
high in the proportion of readmissions 
among these same discharges, then a study 
of hospital policy is in order. 


SUMMARY 


1. Comparative statistics on the accom- 
plishments of thirteen mental hospitals and 
three state schools for mental defectives are 
prepared each month by the Division of Sta- 
tistics of the Massachusetts State Depart- 
ment of Mental Health. Sets of tables are 
made available to the Commissioner and the 
superintendents of the various state hospi- 
tals and schools. 

2. Four factors in movement of patient 
population are analyzed each month: (1) 
Patients discharged to the community, (2) 
Patients dying in hospital, (3) Patients 
placed on visit, and (4) Patients leaving hos- 
pital on escape. For example, in the dis- 
charges (Table 1), the number of patients 
severing connection with the hospital during 
the month is compared with the number of 
cases under care during the same month. A 
discharge rate for the hospital is calculated 
which may be compared with the discharge 
rates of the other hospitals shown on the 
same table. Similar tables are made up 
which present the monthly death rates, visit 
rates and escape rates for all hospitals 
(Tables 2, 3, and 4). 

3. On each of the four tables the stand- 
ings of the hospitals are arranged in order, 
the hospital making the best showing being 
placed at the top of the table. A Summary 
table is then made up which gives each hos- 
pital a standing for the month (Table 5). 
Thus, a hospital which had a high discharge 
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rate, a low death rate, a high visit rate and 
a low escape rate would record a high posi- 
tion or standing for the month. Superin- 
tendents have found the five tables of this 
group very useful. They are in a position to 
take the comparative data into staff meeting 
and discuss with their physicians the success 
or failure of the psychiatric and medical 
care of the hospital in question. 

4. An analysis of outcome is presented in 
Table 6 of the combined monthly report. 
The admissions of a single month one year 
ago are studied for each hospital and the 
outcome of those admissions at the end of 
the present month is outlined. In this par- 
ticular instance the admissions of October, 
1939 are studied for outcome at the end of 
October, 1940. The admissions of one year 
ago are still in hospital, are out of hospital 
on visit, or have been discharged. The first- 
place hospital showed 75 per cent of admis- 
sions of one year ago were out of hospital ; 
the last-place hospital had only 30 per cent 
out of hospital (Graph 1). Hospitals show- 
ing high rates for retention of patients in 
comparison with other hospitals of the same 
class, are quick to review their administra- 
tive procedures in reference to the discharge 
of patients to the community. 

5. A study of the factor of readmission is 
offered in Table 7 of the monthly report. 
Patients who left hospitals as discharges dur- 
ing a one-month period two years ago are 
followed up to see whether or not they have 
been readmitted during the interim. Re- 
admission is not confined to return to the 
original hospital but is recorded if the pa- 
tient was readmitted to any mental hospital 
in the state. In the particular group studied 
the hospital making the best showing re- 
vealed a figure of 10 per cent of the dis- 
charges of October, 1938 (Table 7 and 
Graph 2) readmitted up to the end of Octo- 
ber, 1940. The hospital with the most pa- 
tients returned had 22.5 per cent of the dis- 
charges of October, 1938, readmitted within 
the two-year period. The data of this table 
serve as a check on the success that various 
hospitals have had in keeping patients in the 
community following discharge. 

6. The completion of the statistical work 
of the sixteen institutions under the Depart- 
ment of Mental Health has been a duty of 


the Division of Statistics since 1928. Com- 
plete sets of the eighteen standard tables of 
The American Psychiatric Association are 
prepared for each mental hospital. In the 
case of the state schools the standard tables 
of the American Association on Mental De- 
ficiency are prepared. They are then for- 
warded to each superintendent who discusses 
the findings and includes both the discussion 
and the tables in the annual report of his 
institution. 

7. A new comprehensive master table has 
been added to the standard tables and has 
proved to be of great usefulness. In this 
table the 120 psychoses and sub-groups of 
the standard classification are placed in a 
column at the left. Across the table are 
placed the numbers falling in the admissions, 
discharges and deaths during the year and 
the numbers in the resident population and 
those out on visit, etc., at the end of the year. 
For demonstration purposes an excerpt 
from the complete table is given. This pre- 
sents the figures on dementia przcox only, 
and for a single hospital (Table 8). 

8. Two new developments have been added 
recently to the comprehensive table. Dis- 
charge rates and death rates for each psy- 
chosis and sub-group are shown. The rates 
are on an annual basis and enable the admin- 
istrator to compare the discharge rates and 
death rates for a specific psychosis in his 
hospital with those of any hospital in the 
state (Tables 9 and 10). 

g. Discharge rates (1940) for Massachu- 
setts admission hospitals in reference to pa- 
tients diagnosed manic-depressive psychosis, 
are outlined in Graph 3. All hospitals com- 
bined discharged 166 patients per 1000 pa- 
tients under care with the same diagnosis. 
The leading hospital discharged 237 patients 
per 1000 under care, the last hospital, 73 per 
1000. 

10. Death rates (1940) for patients di- 
agnosed manic-depressive psychosis in all 
admission hospitals are outlined in Graph 4. 
All hospitals combined present a death rate 
of 32 per 1000 under treatment of the same 
diagnosis. The hospital showing the low 
death rate had 21 deaths per 1000 patients 
under treatment. The hospital with the high 
death rate had 50 deaths per 1000 patients. 
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11. Monthly variations in discharge rates 
of mental patients leaving hospitals during 
the years 1938, 1939 and 1940, are shown in 
Graph 5. January and February are low in 
the discharge of mental patients to the com- 
munity. From April to July the high dis- 
charge rates are shown. From September 
through December, the discharge rates tend 
to occupy an intermediate position. 

12. Monthly variations in the numbers of 
patients placed on visit during the years 
1938-1940, are shown in Graph 6. January 
and February are low in patients placed on 
visit. A higher level of visit rates is ob- 
served from April to October with a mid- 
summer high in July. November and De- 
cember are the high visit months. Are pa- 
tients released on visit through requests of 
relatives rather than at instigation of medical 
staffs? One observes that the Fourth of 
July, Thanksgiving and Christmas are the 
high points for visits during each of the 
three years studied. 

13. Monthly fluctuations in the number of 
deaths in mental hospitals through the years 
1938-1940 are observed in Graph 7. The 
high death rates occur in the winter and early 
spring months. The low death rates are ob- 
served from June to October. Death rates in 
mental disease follow those of the general 
population in the various months of the year. 
However, the rates are on a level which is 
about eight times as high as those of the 
population. 


14. Length of hospital stay of patients dis- 
charged is of vital interest to administrators, 
as it tests the time element necessary for the 
successful treatment of patients prior to re- 
turn to the community. In 1940 the average 
length of hospital stay of all patients dis- 
charged from admission hospitals in Massa- 
chusetts was ten months (.85 years). The 
hospital in first position showed a hospital 
stay of seven months (.61 years). The hos- 
pital in last position revealed a hospital stay 
of one year and two months (1.18 years). 
Is the last hospital too conservative in its 
policy relating to the release of patients? 

15. Monthly and annual figures on the 
movement of patient population can be very 
useful tools in the successful administration 
of mental hospitals. Mothers and fathers, 
sisters and brothers, wives and husbands 
have the right to know that every effort is 
being made by hospital authorities to return 
their loved ones to them at the earliest pos- 
sible moment. Careful checking of results 
of treatment and of-efforts to effect an early 
return of patients to the community are 
obvious duties of the administrator. Careful 
study of the figures on movement of patient 
population will tell the administrator a great 
deal about the efficiency of his standard pro- 
cedures in these matters. As one able psy- 
chiatrist has said, “‘Statistics will tell us what 
is the matter with our methods if we will 
only listen.” 
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ONE HUNDRED SCHIZOPHRENIC CASES OF LATE HOSPITALIZATION 


By LEO MALETZ, M.D., ann GRACE H. KENT, Pu. D. 
Danvers State Hospital, Hathorne, Mass. 


The occasional development in middle or 
later life of a true schizophrenic condition 
has long been recognized. Urstein(1), writ- 
ing in 1909, presented a table showing the 
age of onset for 524 cases of dementia pre- 
cox; the range of ages extended from eight 
to sixty-two years, and in six per cent of his 
cases the age of onset was upwards of forty- 
five years. The Massachusetts annual report 
for 1939(2) includes a table showing that 
eleven per cent of the schizophrenic patients 
admitted that year were over forty-five at 
the time of first admission. Myerson(3), in 
describing what he terms the “age of onset” 
fallacy, suggests that dementia precox, like 
tuberculosis or scarlatina, may occur at any 
age. 

Although there is no lack of psychiatric 
authority for the belief that a schizophrenic 
breakdown may occur in later life, this diag- 
nosis is not often offered for a patient who 
is over forty when first hospitalized. Some 
other diagnosis is usually preferred, possibly 
involutional psychosis or paranoid condition, 
even when the symptomatology is typically 
schizophrenic; and it is by no means un- 
common to hear a staff physician acknowl- 
edge openly that he “would consider it a 
case of dementia przecox if the patient were 
ten years younger.” Occasionally, however, 
the symptoms are so characteristic as to force 
us to remember that the upper age limit for 
the development of a true schizophrenia has 
not been determined with anything approach- 
ing finality. The interest stimulated in our 
staff by a few elderly schizophrenics ob- 
served in 1932 led to the collection of this 
series of cases. 


I. SELECTION OF CASES 


The age of forty-five years at the time of 
first admission to any mental hospital was 
adopted arbitrarily as the lower age limit 
for this study. Each of the patients came 
under our personal observation when pre- 
sented at staff meeting for the routine dis- 
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cussion on diagnosis. It has seemed to us 
more important to eliminate any case con- 
cerning which there might be reasonable 
doubt as to the accuracy of the diagnosis 
than to include every true schizophrenic who 
was over forty-five when first hospitalized. 
Accordingly, although all cases on our orig- 
inal list had been so diagnosed by vote of 
the staff, we have taken the precaution to 
reconsider the diagnosis in the light of any 
information subsequently received. As a 
final check on diagnosis, each case has been 
carefully reviewed by each of us indepen- 
dently ; and after weighing all the evidence, 
we have excluded any case which either of 
us considered open to question. 

Among the symptoms upon which the 
diagnoses were based we find frequent men- 
tion of the following: withdrawal and seclu- 
sive behavior ; hallucinations, usually in the 
auditory field ; grandiose ideas ; bizarre delu- 
sions of persecution; impulsive behavior, 
occasional rather than habitual; regression, 
usually of a mild degree; disintegration of 
personality ; dissociation; distortion of re- 
ality ; apathy or emotional flattening. These 
characteristic symptoms, in various combi- 
nations, have figured prominently in the 
selection of cases; and in a few cases we 
find mention also of extreme personal un- 
tidiness. 


II. PRESENTATION OF FINDINGS 


Classification by Age.—Forty of the pa- 
tients were in the age group 45-49 when ad- 
mitted to the hospital, 48 were in their fifties, 
and the other 12 ranged from 60 to 74 years. 

The ages of actual onset cannot be ascer- 
tained with accuracy, but can be estimated 
with fair approximation. There are only 15 
cases in which the age of onset is known to 
have been below 40 years. Fifty-five were in 
their forties when mental symptoms were 
first observed, and 30 were upwards of 50 
years. 

Sex Distribution.—This group of patients, 
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unselected with reference to sex, includes 15 
men and 85 women. This is an exceptionally 
heavy proportion of female cases; but ob- 
servers are agreed that dementia pracox of 
late onset is much more common among 
women than among men. It is stated by 
Henderson and Gillespie(4) that a_ late 
schizophrenia occurs mainly in women; and 
by Strecker and Ebaugh(5) that the onset 
of schizophrenia is earlier in males than in 
females. The most conclusive evidence 
found by us concerning the preponderance 
of female cases is offered by Pollock and 
Nolan(6): in a state-wide statistical study 
of all first-admission cases of dementia pre- 
cox admitted to the New York state hospitals 
during a six-year period, there were 957 
patients over 45 years of age; of this num- 
ber 678 were females, nearly seventy-one 
per cent. 

Form of Dementia Precox.—The group 
includes 66 cases of the paranoid form, 2 
of the catatonic form, 2 cases of the hebe- 
phrenic form, and 8 cases classed as “other 
types.” The large proportion of cases of the 
paranoid form is in accordance with the 
observations of others, especially Sadler(7) 
and Henderson and Gillespie(4). 

Education.—The majority of our patients 
received less than high school education. 
There were 10 graduates of college or nor- 
mal school, and 10 who were almost illiter- 
ate; leaving eighty per cent whose education 
was described roughly as “common school.” 
The educational background of these pa- 
tients may be considered fairly representa- 
tive of the districts from which they came. 
Most of them had their schooling approxi- 
mately at the turn of the century when it was 
customary for the young people of an indus- 
trial community to leave school at the age of 
14 to seek employment in the mills. 

Family Life and Sexual Interests —Forty- 
seven of these patients were single, 6 men 
and 41 women. Inasmuch as this is a sig- 
nificantly heavy proportion of unmarried 
persons, we have obtained (through the 
courtesy of the Metropolitan Life Insurance 
Company) a statement taken from the 1930 
census for the state of Massachusetts, con- 
cerning the civil condition for the age group 
of 45-54 years. The following table shows 
the percentage of single persons for our 
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group of patients as compared with the popu- 
lation at large: 


Single Single 

males, females, 

per cent per cent 
Massachusetts population... 14 17 
Group of hospital patients.. 40 48 


Thus we find in the group of schizo- 
phrenics nearly three times as many un- 
married persons as we might expect to find 
in an unselected group of 100 Massachusetts 
residents of approximately the same age(8). 

Among the 41 single women are found the 
following: two who had developed autistic 
love affairs as an integral part of the delu- 
sional content; two who were openly ag- 
gressive toward men; one whose engage- 
ment—an affair of middle life—had been 
terminated by the death of her fiancé; one 
whose youthful romance had been broken 
off because of the opposition of her parents ; 
and one whose love affair had been carried 
on interruptedly for many years. With these 
notable exceptions, the single patients of 
both sexes were reported as having taken 
very little interest in the opposite sex. Per- 
versions do not figure in the records, nor is 
there any acknowledgment that frustration 
was a serious factor. In a few cases, how- 
ever, sexual trends are found in the delu- 
sions which the patients developed in later 
life. 

Among the 53 married persons, only 16 
are reported as having been unhappily mar- 
ried; and 37 patients—seventy per cent of 
the married ones—appear to have made satis- 
factory marital adjustment and to have had 
an essentially normal family life up to the 
onset of the psychosis. 

Occupational History—Most of the pa- 
tients were mill workers for some part of 
their working life, including married women 
who worked in factories before marriage. 
Seven of the 10 married men supported their 
families in fair comfort, and in one family 
there were fifteen children. Sixty-five of 
the entire group are reported as having been 
independently self-supporting. In addition to 
these, 16 married women took care of their 
homes ; and Io other persons were employed 
irregularly. Up to the year 1930 only nine 
persons had been wholly dependent, for a 
prolonged period, either upon social agencies 
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or upon their families. This record does not 
hold for the depression years. 

Religious Interests—Excessive preoccu- 
pation with religious matters is found in 16 
cases; and at the other end of the scale 15 
patients are reported as never having taken 
any interest in religion. The large majority 
of the group, of whatever sects, appear to 
have been moderately religious. In several 
cases it was reported that the patient left off 
attending church coincidentally with the on- 
set of mental illness ; and occasionally the pa- 
tient’s loss of interest in religious services 
was the first mental symptom observed by 
the family. 

Place in the Community—Not one of 
these patients, even among the 10 persons of 
higher education, is reported as having oc- 
cupied a position of leadership in any social 
organization. Church attendance seems to 
have been somewhat perfunctory for a good 
many of the women, and the records offer no 
evidence that they took any considerable part 
in the church activities. If there is anything 
common to all the members of this group, 
it is lack of capacity for cooperative effort. 
These patients appear to have had circum- 
scribed interests, with little opportunity or 
inclination for recreational activities. House- 
wives are reported as having devoted them- 
selves unreservedly to the care of their fami- 
lies, and single women as having been wholly 
absorbed in their work. Taken as a group 
they present a pattern not quite normal with 
reference to emotional outlets. Their social 
contribution to the community appears to 
have been definitely sub-normal. 

Physical Health—In 64 cases the physical 
findings reported in the records were entirely 
negligible. For the other 36 cases we find 
mention of somatic conditions, as follows: 
20 patients are reported as having shown 
cardio-vascular disease; six were found on 
admission to be suffering from malnutrition ; 
and 10 showed positive findings for some 
other somatic disorder, no two of the same 
nature. 

Personality Traits—Trustworthy infor- 
mation concerning a patient’s pre-psychotic 
personality is not easily obtained. His civil 
state is a matter of common knowledge, and 
his age or education can usually be ascer- 
tained without serious difficulty; but for 


data concerning his personality we have to 
depend upon the mere impressions of per- 
sons who are frankly and quite properly 
biased in their estimate of the patient. Per- 
sonality is elusive, it is many-sided. We 
should not expect to find perfect consistency 
in the reports given us by different inform- 
ants. Contradictory statements may be ob- 
tained from two relatives who have had 
equal opportunity to know the patient and 
who are equally sincere in their efforts to 
help us gain a true understanding of his con- 
dition. Any attempt to classify the patients 
according to the descriptive terms applied 
to them might be misleading. The most we 
can do safely is to enumerate the traits 
ascribed to them by their friends. 

Forty-six patients have been described as 
somewhat solitary or seclusive, not inclined 
to go out; and it is reported of 21 that they 
were home loving and hard working. There 
is some overlapping between these two 
groups; and in some cases the term “‘seclu- 
sive” seems to imply that they found their 
chief happiness in the home rather than that 
they were definitely unfriendly. 

Twenty-eight patients are described as 
being sociable, friendly, fond of a good time. 
The word “suspicious” is found in 16 rec- 
ords; and the term “over sensitive” or “very 
sensitive” is found eight times. Twenty pa- 
tients were described as being irritable, 
quarrelsome, and hard to live with. 

In eight cases a definite personality change 
has been reported by some member of the 
family; and there are still other cases in 
which such change may be inferred from 
statements made by a given informant with 
reference to different periods of the patient’s 
life. It is the sudden change that is remem- 
bered and reported ; whereas a very gradual 
change may escape the notice of the family. 
As Bowman(g) suggests, “It may well be 
that functional psychoses start with a slow, 
insidious personality change which contin- 
ues for years and which is an integral part 
of the psychosis.” 

Psychogenic Factors——Like personality 
itself, the psychogenic element in the devel- 
opment of a psychosis is difficult to evaluate. 
With a few exceptions, the most noteworthy 
of which will be reported individually, psy- 
chogenic factors do not figure so promi- 
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nently in these records as might reasonably 
be expected in a study of schizophrenia. 
When the breakdown has been referred to a 
death in the family or to unemployment, 
closer inquiry has usually revealed that the 
mental illness preceded the assigned cause. 

It is a matter of conjecture whether psy- 
chogenic factors are actually unimportant in 
most of these cases, or whether they are too 
deeply buried in the past to be remembered 
by the patients and their friends. 


III. OuTcoME 


Forty patients have been returned to the 
community, and so far as known they are 
making good adjustment in their homes or 
in boarding homes supervised by the hospi- 
tal. All except six have been discharged. 

Thirty-seven patients are still in this hos- 
pital. Twenty of these are considered satis- 
factory hospital cases, in that they are help- 
ful with the ward work and are in condition 
to be taken out by their families for short 
visits. The other 17 are somewhat trouble- 
some, being described as “uncooperative,” 
“untidy” or “very paranoid.” 

There have been 23 deaths, most of them 
occurring during periods of acute excite- 
ment when cardiac reserve was lowered and 
when general resistance was weak. 

The remaining 15 patients have been 
transferred to other hospitals. 


IV. INDIVIDUAL REPORTS 


This study does not offer much basis for 
generalization. Cases can be grouped accord- 
ing to certain findings of minor importance, 
but cannot be classified with reference to the 
more significant features. Almost every case 
is distinctive in some respect, and it is dif- 
ficult to select a case that can be described 
as typical. A few cases are reported in brief, 
each of them showing something individual. 


Case 1, No. 30680—Male, married; age on 
admission, 49. 

This patient was a naturalized citizen of Swedish 
birth, a person of superior mental capacity, steady 
worker as foreman in a factory, father of six 
children. He was described as being very quiet 
and somewhat melancholy, fond of reading. He 
was especially interested in religious and philo- 
sophical reading, but was not a church-goer. 
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Some two years before his admission he had 
become a member of a secret mystical order 
having its headquarters in California. He took a 
correspondence course on “How to Live,” and 
spent a great deal of time studying the literature 
sent him by this society. He withdrew from the 
family, and stayed alone in his room whenever 
he was at home. He became irritable when anyone 
spoke to him, both at home and in the shop, and 
was harsh with the men who worked under him. 
He developed an obsessive fear of germs, and ate 
so little that he became emaciated. He suspected 
that the lunch man at the shop was putting poison 
in his sandwiches. He was afraid of the food 
served him at home, but denied that he suspected 
his wife. It was primarily because of his physical 
condition that he was hospitalized. 

During his early weeks at the hospital he refused 
food, and was described as inactive and stuporous. 
Within six months, however, he showed such im- 
provement that his son was permitted to take him 
home. He was very quiet, but rather more con- 
siderate of the family than before his illness. He 
continued to improve, and was able to resume his 
work. 

Four years later he suffered another attack and 
was re-admitted to the hospital. This attack was 
referred by the family to the recent death of 
patient’s little daughter, but the symptoms were 
very similar to those of the first attack. He 
remained in the hospital nearly a year, but made 
a good recovery and was again taken home. The 
latest report concerning his- condition was highly 
satisfactory. 


CaAsE 2, No. 29840.—Female, single; age on 
admission, 55. 

According to the history given by a cousin, 
patient’s mother was very peculiar. She was sep- 
arated from her first husband when patient was 
a small child, and her second husband committed 
suicide. She habitually went to bed for minor 
ailments, staying in bed and demanding nursing 
care for periods ranging up to five years. The 
aggregate time she spent in bed is estimated by 
relatives at about twenty-three years. 

As a child, patient was not permitted to have 
any playmates. She grew up wholly under the 
domination of this tyrannical mother. She went 
to high school and business college, but at no time 
of her life was she encouraged to have friends 
of either sex. She always slept with her mother, 
and never had a vacation except accompanied by 
her mother. 

Patient was employed as stenographer and book- 
keeper. Being an efficient worker, she was able 
to support herself and her mother in fair comfort. 
In her later working years she became very sensi- 
tive about her advancing age, and suspected that 
the other office employees were making fun of her. 
This complaint was checked and was found to be 
without foundation. Mental symptoms were recog- 
nized by relatives at least a year before patient’s 
admission to the hospital. She had lost a little 
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time during a brief illness, but was able to resume 
her work. 

It was following the death of her mother, a few 
months later, that patient broke down completely. 
She gave up her position because of her sus- 
picions about the office workers; and when living 
alone in her home she became suspicious that 
the neighbors also were talking about her. When 
hospitalized because of a suicidal attempt, she was 
found to be actively hallucinated. How long she 
had been thus afflicted is a matter of conjecture. 
In the course of the mental examination she re- 
ported having been sexually assaulted in her youth, 
but it is not known whether this was a real ex- 
perience or the product of a disordered imagina- 
tion. 

On admission patient was disturbed and very 
suicidal, but in the course of a few months she 
settled down to institutional routine. At present 
writing, after ten years in the hospital, she is 
reported as being friendly and affable. She works 
in the sewing room and pays little attention to 
the delusions and hallucinations which still persist. 
There is some emotional flattening, suggestive of 
regression; but no considerable change has been 
observed since her first year here. It would seem 
that the hospital affords as close an approach to 
a normal social life as this patient had ever known. 


CasE 3, No. 38124.—Female, widow; age on 
admission, 74. 

This case is in a class by itself by reason of 
early onset and late hospitalization; also because 
of an important psychogenic factor. 

Patient was admitted in an extremely untidy 
state and in very poor physical condition. She 
lived only ten days. The diagnosis is based upon 
the history obtained from her daughter, as follows: 

When in her early thirties the patient had wit- 
nessed the accidental death of her three-year-old 
child, a shock from which she never recovered. 
She refused to leave the house, for any reason. 
She mumbled to herself, talking about spirits; and 
was frequently seen trying to drive away the devils 
with a broom. She became increasingly neglectful 
of the house, and refused to prepare the meals. 
She gave birth to another child, but was unable 
to give him proper care. Her husband indulged 
her wish to be left wholly to her own devices, 
and would not permit anyone to interfere with 
her. He took care of the home and children as 
best he could. The older child, informant, was 
taken ovt of school at the age of thirteen to 
assume ihe care of her mother and little brother. 
Patient grew progressively worse, especially after 
the menopause. In her later years she became very 
untidy in her personal habits, smearing feces over 
her body and on the walls. In spite of this she 
was cared for at home as long as her husband 
lived; and following his death her daughter took 
care of her for two additional years. It was be- 
cause she refused food and nursing care that she 
was hospitalized for the last ten days of her life, 


after more than forty years of home care. The ° 


autopsy revealed lobar pneumonia as the cause of 
death; and there was some arteriosclerosis, but 
not more than would be expected in a person of 
so advanced an age. 

Patient’s daughter, who was six years old at 
the time of the younger child’s death, does not 
remember ever having seen her mother in a normal 
state; but she has been informed that the patient 
was a very good housekeeper before the onset of 
her illness. 


Case 4, No. 35607.—Female, separated; age on 
admission, 

Patient was reported as having been jolly and 
sociable, easy to get along with. She was married 
at the age of sixteen; but left her husband when 
she was in her early thirties, taking the six chil- 
dren with her. The children believe that she made 
sexual demands upon her husband beyond what 
he was able to satisfy. For years following the 
separation she was openly and shamelessly ag- 
gressive toward men, claiming the right to live 
as she. pleased. After her children were married 
she made her home with one or another of them, 
but continued to go out with men. She frequently 
stirred up trouble between her daughters and their 
husbands. 

Although the history given by patient’s children 
is a story of prolonged maladjustment, they con- 
sidered the psychosis to be of only about four 
years’ duration. They recalled that she became 
very irritable and unreasonable, also that she talked 
incoherently. She insulted strangers in the street, 
and accused them of trying to harm her. Colors 
had some symbolic meaning for her, and she 
claimed to have some special understanding of 
them. Once she became very angry when her 
daughter happened to hang a green dress on the 
clothesline near some white clothing. Almost any 
commonplace act on the part of the children was 
liable to irritate her because of some interference 
with her color scheme. She stated that she was 
able to receive “messages,” but refused to explain 
what she meant. The climax came when she 
draped herself with a flag and went out on the 
street, where she stood rigid and motionless. This 
led to her hospitalization. 

During her first few weeks in the hospital she 
showed impulsiveness and attitudinizing charac- 
teristic of a catatonic episode. After this her im- 
provement was fairly rapid, and in five months 
she was released in the care of her daughter. It 
was reported a year later that she was doing well. 
She was helpful in her daughter’s home, and 
deeply interested in her grandchild. The strange 
ideas about colors had disappeared, and she was 
in every way an acceptable member of the family. 


Case 5, No. 35571.—Male, single; age on ad- 
mission, 5I. 

This man was graduated from Harvard at the 
age of twenty-three, after which he held a position 
as accountant for fourteen years. During the rest 
of his life in the community he worked irregularly 
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for his brother, who permitted him to work “when 
he felt like it.’ The brother was finally forced 
to discharge him because he became irritable and 
faultfinding. Patient was captain in the Army 
Reserve Corps, but never saw active service. 

Mental symptoms had been observed by the 
family for about fifteen years. Patient was sus- 
picious, seclusive and peculiar in his behavior. He 
accused people of spying upon him. He complained 
of poison in the food, and insisted upon doing his 
own cooking. He stated that he could receive 
messages coming through the limestone strata in 
the ground, and complained that these voices ac- 
cused him of sexual perversions. He believed that 
certain powders were put into his food to excite 
him sexually, and talked about a crowd of women 
who were trying to drive unmarried men out of 
the community. (Before the onset of the psychosis, 
patient had not acknowledged any interest in 
women. ) 

This case presents a rather typical schizoid per- 
sonality, even before the onset of the psychosis; 
and it appears that he had been suffering from 
a definite schizophrenia as far back as his early 
forties. He would doubtless have been insti- 
tutionalized earlier except for the protective care 
of his family. 

In the hospital he was hallucinated, withdrawn, 
seclusive, neither helpful nor particularly trouble- 
some. He remained here for three years, after 
which he was transferred to another hospital. No 
considerable change in his condition was observed 
here; and the report recently received from the 
other hospital indicates that he continues about 
the same. 


V. COMMENTS AND IMPRESSIONS 


Among the reasons cited for hospitalizing 
a patient we find the following: complaints 
of neighbors; death of mother and conse- 
quent breaking up of the home; bizarre be- 
havior, oddities in dress; acts of violence; 
exhaustion of funds; suicidal attempts; re- 
fusal of food ; seuxal aggressiveness ; annoy- 
ing behavior, such as stopping strangers in 
the street. 

In some instances the act which led to 
hospitalization seems to have been almost 
accidental. One of our patients threw a cup 
at a stranger in a restaurant, because she 
suspected him of having made an insulting 
remark about her. She developed excellent 
insight concerning the impropriety of her act, 
while still insisting that the provocation was 
real and not imaginary ; and made so good a 
recovery that she was detained in the hospital 
only a few weeks. Except for this one im- 
pulsive act, she might have been able indefi- 
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nitely to remain in the community. Other 
patients also have been hospitalized because 
of certain unusual incidents which were not 
representative of their habitual conduct. So 
long as a person’s inhibitions are equal to 
the social demands of the moment, there is 
a chance that he may be an acceptable mem- 
ber of the community in spite of a mild 
schizophrenic condition; and there may be 
schizophrenics in the community who are 
not suspected of being mentally ill. 

On the other hand, our group includes a 
number of patients who might better have 
been hospitalized many years ago. In this 
study we are concerned primarily with cases 
of late onset as opposed to those of late hos- 
pitalization, in so far as the line can be 
drawn between the two sub-groups. Our 
impressions are derived chiefly from the 81 
persons who were able, up to the onset of 
psychosis in middle life, to make a_ sub- 
stantial contribution to the community. 

In most cases there is less evidence of psy- 
chogenic factors than might be expected. 
Domestic friction, when reported, appears to 
have been symptomatic rather than provoca- 
tive of mental illness. Similarly, when a pa- 
tient referred his breakdown to unemploy- 
ment, we found in most cases that the onset 
of the psychosis was the real reason for his 
inability to hold a position, 

It appears that the emotional reactions of 
these patients are a little short of adequate ; 
and that in some cases the hallucinations or 
delusions are accepted rather lightly. The 
characteristic bitterness commonly found in 
schizophrenia of the paranoid form does not 
figure very markedly in this group of rec- 
ords. Some of the patients seem to be able 
to live quite comfortably with their delu- 
siops. 

There is more evidence of a fairly ade- 
quate social adjustment than we should ex- 
pect in any group of schizophrenics. These 
patients show a high degree of economic 
efficiency and a fair proportion of successful 
marriages. We do find a heavy proportion 
of unmarried persons in the group, a fact 
which may be more significant than our 
records indicate. It appears also that the 
lives of the patients have been rather color- 
less and uninteresting, as might be expected 
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in a group drawn chiefly from the laboring 
class of the older generation. 

Although the onset of the psychosis is 
frequently lost in a rather misty background, 
we have enough cases of late onset to prove— 
if any proof be needed—that a person who 
reaches middle life without having had a 
schizophrenic breakdown is not necessarily 
immune from such an attack. The cardio- 
vascular system of an elderly person may not 
be able to withstand the strain of increased 
activity which accompanies acute schizo- 
phrenic excitement; but for the patient who 
survives the acute attack, we have the im- 
pression that the prognosis is reasonably 
favorable. It may well be that the ability 
to weather the conflicts of adolescence and 
to be self-supporting up to the approach of 
the involutional period indicates a sturdier 
constitution and a more.stable personality 
than is found in those schizophrenics who 
cannot withstand the transition from youth 
to maturity. If the breakdown can be de- 
ferred until later life, it is so much to the 


good, 


SUMMARY 


Schizophrenic cases of late onset or late 
hospitalization were collected up to the num- 
ber 100, each patient being over forty-five 
when first admitted to a mental hospital. 
Thirty patients were upwards of fifty years 
when mental symptoms were first observed. 

Although there was no selection of cases 
with reference to sex, the group includes 85 
females and only 15 males. 

Classification according to type shows 66 
cases of the paranoid form, 24 of the cata- 
tonic form, and Io cases of “other types.” 

Most of the patients had been self-sup- 
porting up to the depression years. Includ- 
ing married women who took care of their 
homes, satisfactory occupational adjustment 
can be claimed for 81 persons. Only nine 
were wholly dependent. 


The group includes 47 unmarried persons, 
about three times as heavy a proportion of 
single persons as the 1930 census shows for 
the Massachusetts population of approxi- 
mately the same age. Among the married 
persons of the group, seventy per cent made 
satisfactory marital adjustment up to the 
onset of the psychosis. 

Most of the patients were in relatively 
good physical health. Less than half of 
them appear to have shown definitely schiz- 
oid trends prior to the onset of psychosis, 
but it is observed that none occupied a posi- 
tion of leadership in the community. 

Regression of extreme degree is noted in 
only a few cases. Forty of the patients have 
been returned to the community and were 
doing well when last heard from. Among 
the 37 patients who are still in the hospital, 
20 are good institutional workers and are in 
condition to have parole privileges for a con- 
siderable part of the time. 
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A COMPARISON OF THE RESULTS OF METRAZOL THERAPY 
WITH A GROUP OF MATCHED CONTROLLED CASES * 


3y J. B. CRAIG, M.D., ann M. E. SCHILLING, M.A. 
Ann Arbor, Mich. 


The authors present herewith the results 
of a study of patients treated with metrazol 
at the Neuropsychiatric Institute compared 
with the patients receiving other means of 
therapy. Sixteen case records of patients at 
the Neuropsychiatric Institute and 7 from 
the Ypsilanti State Hospital in residence 
from April 1937 to April 1938 not treated 
with metrazol were matched with 23 treated 
with metrazol at the Neuropsychiatric Insti- 
tute during the same interval of time. In 
each of these groups there were 3 cases of 
schizophrenia, paranoid type; 8 catatonic 


TABLE I 


TABLE SHOWING STATISTICAL DATA UTILIZED IN 
SELECTING CASES FOR COMPARISON 


Incidence 
Data (cases) 
Period Of hospitalization... 19 
Duration of illness before admission....... 18 
Premorpid personality 18 
Premorbid achievement 19 
Neuropathic traits in patient.............. 20 
21 


type ; 4 hebephrenic type and 3 schizophrenia, 
type unclassified; 1 case of psychosis, un- 
classified ; I case of psychopathic personality ; 
I case of psychoneurosis ; 2 cases diagnosed 
as depression in involutional period. 

These cases were matched on ten points, 
as will be seen in Table I. 

In one instance a patient diagnosed as 
psychosis, unclassified, treated with metrazol 
was matched with schizophrenia, catatonic 
type, not receiving metrazol. In matching the 
age factor, cases were considered matched if 
there was no greater variance than five years. 


1 Aided by the Grant for Research in Dementia 
Precox from the Supreme Council, 33° Northern 
Masonic Jurisdiction and The National Committee 
for Mental Hygiene. 
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The third item “period of hospitalization” 
was considered as matched if there was no 
greater variance than three months. The 
“duration of illness’ was considered as 
matched if there was no greater variance 
than six months. As might be expected, of 
the ten items, hereditary factors were the 
most difficult to match, cases being con- 
sidered similar in this respect in only 14 
instances. Other less significant data not 
contained in table form reveal that of the 
metrazol treated cases 16 were single, 7 mar- 
ried ; in the non-metrazol treated cases there 
were 15 single, 6 married, 1 widowed, I di- 
vorced. The age in the metrazol group varied 
from 14 to 56 years with the average age 


27.8 years; in the non-metrazol group the 
range of ages was 14 to 57 years, with aver- 
age at 27.7 years. 

Notkin e¢ al. in a comparative study found 
improvement occurred more frequently in 
the younger patients in control group as well 
as in the treated group. Stalker found that 
a family history of mental disorder, the 
patient’s sex, the patient’s educational attain- 
ment and the age of onset of the present ill- 
ness had no prognostic importance. He also 
felt that healthy habits of reaction in the 
patient’s previous life and an acute recent 
onset of the illness favored a good prognosis. 

Before entering into a discussion of the 
significant data in Tables II through VI the 
authors would like to re-state the premise 
upon which this study was undertaken. We 
were not attempting to prove the efficacy of 
metrazol. We wished only to determine sta- 
tistically the outcome and ultimate adjust- 
ment of patients in residence in the Neuro- 
psychiatric Institute who had received metra- 
zol shock therapy.. We did not hope to prove 
or disprove the case for metrazol or any 
other method of treatment. The small num- 
ber of cases concerned in this study militates 
against any definite conclusions. We merely 
present our findings. 
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In Table II, showing an average duration 
of illness before admission to the Neuro- 
psychiatric Institute, it will be noted that 
cases treated with metrazol had been ill from 
2 weeks (.50 month) to 20.5 months, with 
an average of 8.6 months; cases not treated 
with metrazol had been ill, before admission, 
from 3 weeks (.75 month) to 10.2 months, 
with the average at 7.3 months. It would 
appear at first that all groups should match, 
since this factor “duration of illness before 
admission” was one of the criteria for choos- 
ing these cases ; however, this factor matched 


TABLE II 


TABLE SHOWING AVERAGE DURATION OF ILLNESS 
BEForE ADMISSION TO THE NEUROPSYCHIATRIC 


INSTITUTE 
Treated Treated 
with without 
metrazol metrazol 
(No. of (No. of 
Diagnosis months) months) 
Schizophrenia : 
Paranoid type ......... 3.8 5.3 
Catatonic type ........ 4-4 6.2 
Hebephrenic type ...... 20.5 10.2 
4.3 48 
Psychosis, unclassified ..... 0.50 0.75 
Psychopathic personality ... 80 8.0 
12.0 8.0 
Depression involutional 


in only 18 cases, and a “match” was con- 
sidered good if there was no greater variation 
than 6 months. The 5 unmatched cases ac- 
count for the wider divergences between the 
two groups in Table IJ. In the metrazol 
treated cases, patients were in residence here 
from 2 to 6 months, average 3.73 months; in 
the non-metrazol treated cases patients were 
in residence from 2 weeks to 64 months, 
average 2.74. In the metrazol treated cases 
patients were in residence from 3 days to 102 
days before metrazol was begun, the average 
being 42.65 days, and the greatest frequency 
at 52 to 58 days. The economic factor of 
financial support enters into the rather pro- 
longed period of preliminary study which 
may be lessened as the techniques improve. 
However, since metrazol is considered a 
radical treatment with possibilities of result- 
ing fractures, dislocations and other less 
probable complications, we consider it wise 


not to utilize this method until the patient 
has been observed while treated with other 
accepted methods. This gives the physician 
time to note improvement which may result 
without shock therapy. 

Table III, showing the mental status of 
patients at time of discharge from the 
Neuropsychiatric Institute is self-explana- 
tory. We would particularly call attention 
to the summaries, showing a larger percent- 
age of cases recovered without, than with 
metrazol. With 5 recovered without metrazol 
and only I recovered with metrazol, it would 
seem that the metrazol treatment had not 
been as efficacious as other accepted methods. 
Caution should be expressed here against 
assumption that this was the permanent 
status of these cases at the time of discharge ; 
the members of the staff considered them 
“recovered” while in the protective environ- 
ment of the institution, but they had not had 
to compete in extra-mural activity to deter- 
mine how well they actually were. Later in- 
vestigation (see results Table VI) did not 
show these same improvements and re- 
coveries when patients had lived a normal 
existence outside of hospital environment for 
a year. 

It would be helpful if we had more data 
on psychometric studies of these patients, but 
these tests were not being done routinely here 
at that time. In the metrazol group 12 cases 
were tested before metrazol with average 
intelligence quotient of 98.6; 10 cases were 
tested after metrazol with average intelli- 
gence quotient of 101.0. Without metrazol 
only 4 cases were tested with average intelli- 
gence quotient of 98. 

Table IV, showing the number of patients 
transferred from the Neuropsychiatric Insti- 
tute to state hospitals is also self-explanatory. 
It must be noted that in addition to 5 cases 
not treated with metrazol, 6 cases were dis- 
charged against advice where commitment or 
other procedures were recommended. Two 
of these were cases diagnosed as schizo- 
phrenia, paranoid type, 1 hebephrenic, 1 cata- 
tonic and 1 each depression in involutional 
years and psychosis, unclassified. These 6 
plus the 5 transferred to state institutions, 
make a comparable total of I1 as against 13 
cases treated with metrazol but still requiring 
hospital care. 
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TABLE III found 
TABLE SHOWING MENTAL STATUS OF PATIENT AT TIME OF DISCHARGE FROM THE re “I " 
NEUROPSYCHIATRIC INSTITUTE our st 
Tal 
Treated Treated 
with without tients 
a Diagnosis metrazol metrazol here 1 
Schizophrenia : IV. sl 
1 Unimproved 2 Unimproved tients 
4 Improved 4 Improved 
3 Unimproved 1 Unimproved 
2 Unimproved 1 Improved 
2 Improved 1 Improved 
1 Unimproved 1 Unimproved 
1 Recovered 
a 1 Improved 1 Recovered 
1 Improved 1 Slightly improved 
Depression in involutional period............ 1 Unimproved 2 Unimproved 
1 Improved 
ont = 
8 Unimproved 9 Unimproved 
1 Recovered 5 Recovered 
TABLE IV TABLE V 
TABLE SHOWING NUMBER OF PATIENTS TRANS- TABLE SHOWING NUMBER OF PATIENTS IN RESI- 
FERRED FROM THE NEUROPSYCHIATRIC INSTI- DENCE IN STATE HOSPITALS IN FALL, 1940 
TUTE TO STATE HOsPITALS 
Treated Treated 
Treated Treated - with without 
with without Diagnosis metrazol metrazol 
; Diagnosis metrazol metrazol Schizophrenia : 
Paranoid type 0 I * 
atatomic type ............. 5 Hebephrenic type .......... 3 2* 
Hebephrenic TYPE 4 2 I 
P Psychosis, unclassified ......... 0 I 
ane nd Depression in involutional period. o I pare 
Depression in involutional period. 2 I oe mee ‘ 
pa of d 
13 5 prov 
* Incomplete data on two cases (one paranoid, one hebe- , 
phrenic). cove! 
Table V reveals that 4 of the 13 cases “ig 
treated with metrazol and transferred to phrenic type. These may be in the com- n tl 
state hospitals still required hospital care a munity or in hospitals; relatives did not 5 rec 
year and a half later, i. e., in the fallof 1940. answer requests for information and in- pee 
The 5 cases not treated with metrazol but quiries to agencies and physicians did not ollo 
transferred to state hospitals had been joined produce revealing data. It is apparent, how- ae 
by 4 more cases, totaling 9 still in residence ever, that more patients who had not had these 
a year and a half later. There are no recent metrazol required institutional care after a Nos 
data available in 2 cases, 1 of schizophrenia, period of time than did metrazol treated ot! 
catatonic type and 1 schizophrenia, hebe- patients. Kennedy, Reese and Strecker “aa 


pt. 
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found that in schizophrenia, catatonic stupor 
responded best to metrazol treatment, but 
our study does not indicate this. 

Table VI shows the mental status of pa- 
tients in the fall of 1940. The summaries 
here may be compared with those in Table 
IV, showing the mental status of these pa- 
tients when they were discharged from the 


ment whereas only 8.4 per cent of their con- 
trol group showed any kind of improvement. 
Relapses occurred more often in the control 
group. 

In summary, may we reiterate that we did 
not attempt to prove any thesis, nor do we 
feel that our results are conclusive in any 
way. Data included herewith should be util- 


TABLE VI 


TABLE SHOWING MENTAL STATUS OF PATIENTS IN FALL, 1940 


Diagnosis 


Schizophrenia : 


Psychopathic personality 
Psychoneurosis 


Summary 


Neuropsychiatric Institute. Let us first com- 
pare the cases treated with metrazol. At time 
of discharge we had 1 recovered, 14 im- 
proved, 8 unimproved; now we have 4 re- 
covered, 16 improved, 3 unimproved, show- 
ing marked continuous gain in adjustment. 
In the cases not receiving metrazol we had 
5 recovered, 9 improved, 9 unimproved at the 
time of discharge. Now these line up as 
follows: 5 recovered, 2 improved, 13 unim- 
proved and 2 on whom we have no data; 
these results indicate a rather consistent de- 
crease in adjustment. In the study done by 
Notkin et al. 18 per cent of metrazol treated 
cases showed various degrees of improve- 


Depression in Involutional period.......... 


Treated Treated 
with without 
metrazol metrazol 

2 Improved 1 No data 


Unimproved 1 Unimproved 


1 Recovered 


5 Improved 1 Improved 
3 Recovered 3 Recovered 
4 Unimproved 
1 Improved 1 No data 
after insulin 1 Recovered 
2 Improved 2 Unimproved 


1 Unimproved 


Recovered 
2 Improved 


Recovered 

1 Unimproved 

Improved after 
later metrazol 


_ 


1 Improved 1 Unimproved 
1 Unimproved 1 Unimproved 
1 Improved 1 Unimproved 
2 Improved 2 Unimproved 
16 Improved 2 Improved 

4 Recovered 5 Recovered 
3 Unimproved 13 Unimproved 

2 No data 
23 Cases 23 Cases 


ized only as a basis for further study before 
being regarded as completely acceptable. 
From the data available now, patients re- 
ceiving metrazol appear to show more con- 
sistent gains and seem to be able to adjust 
better to extra-mural life than do patients 
treated by other methods. By April, 1941, 
another group of patients will be added to 
these; namely, patients in residence here 
from April, 1939 to April, 1940 who have 
been out of the hospital for a year. The data 
obtained on those cases plus data presented 
herewith should permit of definite con- 
clusions. 
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EEG STUDIES OF NINE CASES WITH MAJOR PSYCHOSES 
RECEIVING METRAZOL * 


By KNOX H. FINLEY, M.D., anp JOSEPH M. LESKO, M.D. 


Boston, Mass. 


As the EEG has now been established as 
one method of demonstrating disordered 
brain function, cases receiving metrazol 
were followed with the electroencephalogram 
to determine if there is evidence of brain 
damage resulting from the use of this drug. 
The studies of Gibbs, Gibbs and Lennox(1), 
Cook and Walter(2), Strauss and Rahm(3) 
and others have shown that the brain po- 
tentials undergo a marked alteration during 
the metrazol convulsion. 

From experimental studies on rabbits, 
Goodwin, Kerr and Lawson(4) divided the 
EEG changes resulting from a single intra- 
venous injection of metrazol into four 
phases. The first phase follows a latent per- 
iod of about 6 seconds, the time required 
by the metrazol to reach the brain. Each 
of the four phases in the rabbit correlated 
fairly well with the stages of the convul- 
sions, that is, phase 1—the “excited” or 
“precipitating” stage, phase 2—the tonic and 
clonic stage, phase 3—exhaustion or apnoeic 
stage, and phase 4—the recovery stage of 
the convulsion. 

In the human subject the changes in the 
EEG may also be conveniently divided into 
four similar phases* which likewise cor- 
respond to the different stages of the con- 
vulsion as follows: 

The first phase is characterized by slow 
waves (Fig. 1) which are often distorted 
by rapid, spike potentials of muscle origin. 
This phase is not so consistent as it is in the 
rabbit, where the above named authors de- 
scribed a uniform series of clearly defined 


1 This work was supported by funds from the 
Scottish Rite Masons. From the Boston Psycho- 
pathic Hospital and Department of Psychiatry, 
Harvard Medical School. 

2? The latent period (time between injection of 
metrazol and the onset of the convulsion) in human 
subjects averages 10 seconds. There is usually con- 
siderable muscle artifact in the record during this 
period because of muscle tension and restlessness 
following insertion of the hypodermic needle. 


slow waves. The duration of the first phase 
is 5 to 15 seconds. The second phase begins 
with the sudden appearance of high voltage 
spike waves with a frequency averaging 
around 15-20 cycles per second (Fig. 1, 
phase 2a). This discharge corresponds to 
the “tonic” stage of the convulsion. As the 
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Fic. 1.—Samples of EEG tracings taken im- 
mediately before, during and immediately after an 
intravenous convulsive dose of metrazol. Control 
period—record 10 minutes before injection of metra- 
zol. See text for explanation of the remainder 
of the figure. 


“tonic” stage gradually becomes replaced 
by the “clonic” stage, the spike potentials 
occur with decreasing frequency, each spike 
or group of 2 or 3 spikes corresponding to 
each clonic jerk (Fig. 1, phase 2b). Phase 2 
lasts on the average 50 seconds. Phase 3 
(Fig. 1) develops abruptly with a depression 
of the cortical potentials in phase 2. It is 
during this third phase that a transient 
apnoea develops and the patient becomes 
cyanotic. The duration of phase 3 averages 
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30 seconds, though the extremes are wide, 
from 5 seconds to a minute. Phase 4 is 
characterized by the appearance of slow, 
random waves (phase 4, Fig. 1) which 
gradually increase in frequency and de- 
crease in amplitude until the preinjection 
EEG pattern returns. The duration of 
phase 4 varied from 30 minutes to 4 hours, 
the average being between 30 to 45 minutes. 
When the metrazol injection is not followed 
by a convulsion only phase 1 and 4 occur, 
the duration of phase 4 lasting only 5 to 15 
minutes. 

The changes in the cortical electrical po- 
tentials described above result from a single 
intravenous metrazol injection. They are 
reversible within a few hours after the con- 
vulsion, the EEG record showing then no 
evidence of cortical disturbance. The main 
purpose of this study was to determine if 
after repeated metrazol injections changes 
of a more lasting nature occur in the EEG 
tracings. 

The EEG tracings to be described below 
were all taken 3 or more days after the last 
metrazol injection so that changes reported 
are not to be confused with the changes 
occurring at the time of the convulsion as 
illustrated in Fig. 1. The 9 cases can be 
conveniently divided into 3 groups on the 
basis of the stability of the EEG patterns 
during and after the series of metrazol in- 
jections as follows: 

Group I: Cases in which the EEG im- 
proved or remained unaltered during and 
following the period of metrazol injections. 

Group II: Cases in which the EEG trac- 
ings showed changes of a temporary char- 
acter lasting days or weeks. 

Group III: Cases in which the EEG trac- 
ings showed abnormal changes of a perma- 
nent character. 

Group J.—Four cases in which the EEG 
improved or remained unaltered during and 
following the metrazol treatments. 


Case 1.—M. M., a 40-year-old single female was 
admitted to the hospital February 9, 1939, because 
of a change in behavior characterized by retarda- 
tion and shyness. She felt depressed, but had no 
morbid ideas or hallucinations. Her orientation 
was complete, her intelligence above average. She 
received a total of three metrazol injections, two of 
which were followed by convulsions. Since there 
was no clinical improvement, they were discon- 
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tinued. About two weeks after discontinuing the 
metrazol, the patient showed improvement and was 
able to be discharged April 29, 1939. She has since 
resumed her activities as a private secretary. 
The first EEG record taken was of poor 
quality showing a predominance of rapid 
cycles (Fig. 2a). The record improved, 
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Fic. 2—EEG tracings of M. M., Case 1. 

a. 12 days before metrazol. Notice the rapid 
cycles with a frequency of about 28 
per second. 

b. 7 days before metrazol. Notice the absence 
of the rapid cycles and the presence of 
a low voltage 10 per second frequency. 

c. 7 days after the second metrazol injection— 
a normal record. 

d. 24 months after the third and last metrazol 
injection—a normal record. 

The tracings in all illustrations are from the 
right side of the head unless otherwise indicated. 

The amplitude of the records in all illustrations 
is the same—a vertical deflection of 0.5 cm is 
equivalent to 50 microvolts. Three cm of record 
equals 1 second in all figures. 


however, before metrazol was started (Fig. 
2b). There was no significant change in the 
quality of the record during or following the 
short series of metrazol injections. 

This case is of special significance because 
it illustrated how doubtful is the interpreta- 
tion of changes in the quality of a record. 
Had this improvement in the character of 
the EEG occurred during the period of in- 
jections it would have been attributed to the 
metrazol. This same limitation in the inter- 
pretation of the records that follow is recog- 
nized. 


CasE 2.—T. D., a 19-year-old single female was 
admitted March 20, 1939, because of peculiar ideas. 
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In the hospital, she was apprehensive, seclusive, 
preoccupied with a fantasy of marriage. She was 
discharged to her mother March 29, 1939, but was 
readmitted four weeks later. She had become more 
seclusive, untidy in appearance, and smiled in- 
appropriately. The patient received three metrazol 
injections during the second admission, none being 
followed by a seizure. The patient’s condition re- 
mained unchanged during her four months’ stay. 
She was transferred to another state hospital 
August 10, 1939. 


An improvement in the quality of the 
record occurred following the first metrazol 


Case 3.—N. T., a 22-year-old male was first ad- 
mitted to the hospital May 14, 1938. Over a period 
of two years, the patient had developed a lack of 
interest and loss of ambition. A few days before 
admission, he became despondent and developed 
hallucinations. He was discharged July 1, six weeks 
after admission, against the advice of the hospital 
physicians. During seven months on visit, he re- 
mained essentially unchanged, and was readmitted 
January 27, 1939. He was given a series of six 
metrazol injections. Following the third injection, 
the patient began gradually to take interest in his 
surroundings. This improvement continued and he 
was able to return home April 18, 1939, and has 
since been working for an insurance company. 
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Nf There was no permanent change in the 
° 50-77% originally normal character of the EEG 
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Fic. 3—EEG tracings of T. D., Case 2. 


aandb. 24 months and 1 month respectively 
preceding metrazol. The records 
show a lack of a consistent fre- 
quency pattern. 

c. 4 days after the first metrazol injection with 

a well organized normal frequency 

pattern. 

days after the second metrazol injection 

showing a continued normal II per sec- 

ond frequency. The last two records 

are improved over those preceding the 

metrazol. 


d. 


injection (Fig. 3c) in the appearance of a 
distinct 10 per second frequency cycle. The 
two records taken before metrazol was 
started (Fig. 3a and b) showed no organized 
frequency pattern. Although the individual 
metrazol injections did not result in con- 
vulsions, they did produce, phases 1 and 4, 
changes as illustrated in Fig. 1. It is, there- 
fore, possible that the injections, though they 
did not result in a convulsion, were enough 
of a shock to stir up an organized pattern. 
The quality of the EEG illustrated in Fig. 3c 
and d persisted during the remaining two 
months of the patient’s stay. Clinically the 
patient did not improve. 
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Fic. 4—EEG tracings of N.T., Case 3. 


a. 3 days before metrazol. 

b. 4 days following the 5th metrazol injection. 

c. 7 days after the 6th and last metrazol in- 
jection. All records are normal and re- 
mained unaltered. 


record during or following the metrazol 
series of injections (Fig. 4). In this case, 
although there was clinical improvement 
during the metrazol series, the EEG records 
remained unaltered. 


CasE 4.—W. S., a 22-year-old single male was ad- 
mitted March 18, 1939, because of a progressive 
change in his personality in that be became more 
seclusive, smiled inappropriately and was at times 
impulsive and combative. His responses were 
evasive with bizarre flights of ideas. This behavior 
was also apparent on admission; the patient felt 
the world was changing, and had delusions con- 
cerning television. 

One month after admission he received a series 
of 11 metrazol injections but showed no clinical 
improvement. He was transferred June 11 to an- 
other state institution. 


The EEG tracings, which were normal 
before the metrazol injections, showed no 
changes during or following the series. 
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Neither the clinical course nor quality of the 
EEG was influenced by the metrazol injec- 
tions. 

Group II.—Three cases showing tempo- 
rary changes in the EEG during or imme- 
diately following the series of metrazol 
injections. 

Case 5.—L. D., a 19-year-old female, was ad- 
mitted January 14, 1939, two weeks after the onset 
of crying spells, poor appetite and insomnia. In the 
hospital the patient’s behavior was characterized 
by attitudinizing, posturing, grimacing, smiling and 
soiling. She felt that someone was trying to harm 
her, and admitted auditory hallucinations. She 
received in all 11 injections, 6 followed by a 
convulsion. Improvement was noted after the 
4th injection, the first to be followed by a con- 
vulsion. The posturing, grimacing and soiling 
disappeared, and there was a return of appetite and 
increase in weight. The patient eventually returned 
to her studies in a business college. 


The EEG tracings preceding the metrazol 
injections showed random activity of poor 
quality with no definite pattern (Fig. 5a). 
A record taken after the first three injec- 
tions (none of which was followed by a 
convulsion) was unaltered (Fig. 5b). In 
the EEG tracings following the 7th (Fig. 5c) 
and roth metrazol injections, the resem- 
blance of a 10 per second cycle pattern ap- 
peared. However, in records obtained after 
the 11th and last injection the 10 per second 
pattern was replaced by runs of abnormally 
slow cycles many with a frequency of 4 and 
5 per second (Fig. 5e, two weeks and Fig. 
5f, three weeks after the final metrazol 
treatment). The later record shows im- 
provement over the former in that a definite 
10 per second pattern has become reestab- 
lished from the occipital regions. The last 
record (Fig. 5g) taken five months after 
the last injection is normal and of even bet- 
ter quality than the premetrazol records. 

Although the final result in this case re- 
sulted in improvement both in the clinical 
picture and the quality of the EEG, there 
was a period of several weeks following the 
IIth metrazol treatment when the EEG re- 
mained abnormal. This would suggest that 
even though the EEG pattern eventually 
became normal the brain was beginning to 
show the strain of repeated metrazol injec- 
tions. Had the injections been continued 
there might have occurred permanent 
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changes in the character of the EEG trac- 
ings. As an argument against this hypoth- 


esis, see case 7. 


Case 6.—G. M., a 26-year-old female was ad- 
mitted to the hospital January 25, 1939, because 
a 
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Fic. 5.—EEG tracings of L. D., case 5. 

a. 5 days before metrazol. A low voltage 
record without a normal organized fre- 
quency. 

b. 3 days after the 3rd metrazol injection— 
record unchanged. 

c. 4 days after the 7th metrazol injection show- 
ing the appearance of some normal 10 
per second cycles. 

d. 8 days after the roth metrazol injection, 

a record similar to record c. 

weeks after the 11th and last metrazol 
injection showing many abnormally slow 
4 per second cycles for the first time. 

f. 3 weeks after the 11th and last metrazol 
injection, still showing traces of the slow 
cycles. 

months after the last metrazol injection 
showing continued decrease in slow cycles, 
a record which is within normal limits. 


y 
un 


she had become progressively retarded in both 
speech and activity-over a period of three weeks. 
On admission, she was restless, resistive and com- 
bative, her speech fragmentary and incoherent. 
She had auditory hallucinations with erotic and 
religious content. Later, she soiled and smeared, 
was impulsive and at times developed considerable 
anxiety, tearfulness and agitation. The patient re- 
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ceived a series of 9 metrazol injections, 5 of which 
were followed by seizures. Following the 6th in- 
jection and 3rd convulsion, she began to show 
improvement. Since her discharge she has been 
helping with household chores and seeking em- 


ployment. 


The EEG records over a period of two 
and one-half weeks following the 9th and 
last metrazol treatment showed many ab- 
normally slow cycles not present in previous 
records. In the final and last EEG record, 
obtained three months after the last metra- 
zol injection these slow cycles had disap- 
peared. 


Case 7.—R. N., a 21-year-old male was first ad- 
mitted January 6, 1939, because of confusion, agi- 
tation and fear of death. The condition developed 
one week before admission and three weeks fol- 
lowing an accident in which his liver was lac- 
erated. The patient was taken out against advice 
on the day after admission, but was readmitted 
ten days later, January 17, at which time he was 
mute, and showed foolish and bizarre behavior. He 
would frequently lie motionless on the bed, was 
resistive, soiled and refused to eat. He received 
a series of 14 metrazol injections. Following his 
4th injection, the patient appeared more alert and 
carried on some conversation. He continued to 
improve except for a temporary set-back lasting 
only a few days, when he appeared confused, was 
mute and was posturing. On April 7 he was dis- 
charged to his home on visit as improved. 


The brain potentials in this case were of 
normal quality before, during and following 
the 14 metrazol treatments except for one 
record obtained four days after the 7th 
metrazol injection in which there were many 
abnormally slow cycles similar to those il- 
lustrated in Fig. 5e of case 5. The records 
throughout the remainder of the treatments 
were normal. 

This case is of interest in that it illustrates 
that temporary abnormal changes in the 
quality of the EEG tracings may disappear 
in spite of continued metrazol injections. 

Group III—Two cases in which the 
EEG tracings showed permanent abnormal 
changes. 


Case 8.—C. G., a 22-year-old female, was first 
admitted September 27, 1938, because of a gradual 
change in personality. In the hospital she was 
uncooperative and apathetic, at times stuporous, 
smiled inappropriately and was careless in her 
dress. The patient received 19 metrazol injections, 
during which time she developed a_ bilateral 
Babinski and ptosis of the right eyelid. These 
signs persisted. The patient showed slight im- 


3 


provement and was allowed to go home where she 
did routine chores until a month before her second 
admission February 10, 1940, when she became 
more apathetic and preoccupied, complained of 
voices, and “music from another world.” The 
neurological signs were still present. 


Because of the patient’s uncooperative 
condition, we were unable to obtain an EEG 
record until four days after the 19th and 
final metrazol injection. This first EEG 
record was abnormal, showing unusually 
rapid potentials from the frontal leads, and 
random, abnormally slow potentials from 
the occipital lead (Fig. 6a). A record taken 
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Fic. 6.—EEG tracings on C. G., case 8. 


a. Record obtained 4 days after the 15th and 
last metrazol injection. The rapid 25 per 
second cycles of the Fr. region and the 
disorganized frequency with slow cycles 
of the Oc region give the record an 
abnormal quality. 

b. Record obtained a year and 3 months after 
the last injection showing an increase in 
the number and voltage of slow cycles 
from the occipital lead. 


164 months later during her second admis- 
sion was even more abnormal in that slower 
cycles with greater amplitude had developed 
from the occipital lead (Fig. 6b). The sec- 
ond record is, therefore, of definitely poorer 
quality, and indicates a progression in the 
cerebral disorder. The persistent bilateral 
Babinski and ptosis of the right eyelid 
which developed during the metrazol series 
strongly suggest that permanent brain dam- 
age resulted from metrazol. It seems prob- 
able that the abnormal EEG obtained after 
the completion of the metrazol series was 
the result of metrazol, even though we have 
no control record of the brain potentials 
before metrazol was started. 


Case 9.—B. M., the patient was first admitted 
December 16, 1937, because of his seclusive manner, 
grimacing and auditory hallucinations. The onset 
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occurred in July, 1937, when suddenly the patient 
developed a headache, followed by nausea, vomiting 
and difficulty in swallowing and talking. Following 
this he became progressively less interested in his 
surroundings. In the hospital he was usually un- 
communicative, grimaced, soiled and wet. Prior 
to the metrazol treatment, the patient became less 
careless about soiling and wetting and progressively 
more interested in his surroundings. This improve- 
ment continued during the course of thirteen 
metrazol injections. There appeared a persistent 
left Babinski during these injections. After four 
months’ discharge on visit, he again became se- 
clusive, appeared confused, developed peculiar 
mannerisms and became mute. Neurological ex- 
amination on readmission, December 20, 1938, 
showed hyperactive knee jerks with a positive 
Babinski on the left. He was given nine metrazol 
injections but showed no clinical improvement. 
A pneumo-encephalogram showed cortical atrophy 
over the right hemisphere. The patient was trans- 
ferred to another state institution October 30, 1939. 


No EEG tracings were obtained during 
the patient’s first admission at which time 
he received 13 metrazol injections. The 
first EEG tracing, taken just before the 
second metrazol series of his second admis- 
sion showed numerous random, abnormally 
slow potentials of low amplitude (Fig. 7a). 
That this abnormal record may have been 
the result of the previous metrazol series is 
suggested by the presence of the positive 
Babinski which developed during the first 
metrazol injections. A pneumo-encephalo- 
gram done later showed evidence of cortical 
atrophy over the right hemisphere in the 
precentral and parietal regions which cor- 
relates well with the left Babinski. 

The number and amplitude of the slow 
cycles increased in some of the records (Fig. 
7d, e and f), probably residuals of the pre- 
ceding metrazol injections. These three 
records were taken after the second metrazol 
series had been completed. These temporary 
changes cover a period of over 2} months. 
The record taken 64 months after the last 
metrazol injection (Fig. 7g) is of the same 
abnormal character as the first (Fig. 7a). 
The patient showed no further clinical im- 
provement. 


DISCUSSION 


The EEG studies on these 9 cases during 
their metrazol treatments, though small in 
number, indicate that changes of a tempo- 
rary character lasting weeks or of a perma- 


nent nature may occur in the pattern of the 
cortical electrical potentials. Immediately 
following each intravenous injection of 
metrazol a marked alteration in the quality 
of the records occurs in every instance. 
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Fic. 7.—EEG tracings on B. M., case 9. 


Records a, b, c, d and e are of poor quality show- 
ing no well organized frequency pattern and con- 
tain random slow cycles. Record a -was obtained 
10 months following a series of 13 metrazol in- 
jections. The remaining records were obtained dur- 
ing and following the second series of metrazol 
injections. Records b, c and d were obtained a 
few days following the 3rd, 7th, oth injections 
respectively. Records e, f and g were obtained 
5 weeks, 3 months and 54 months respectively after 
the last injection. Records d and e following the last 
injection show an increase in the amplitude and 
number of slow cycles. A distinct 10 per second 
alpha appeared temporarily from the occipital lead 
of record f. 


These changes have been divided into four 
phases (fig. 1) all of which develop when 
the injection is followed by a convulsion. 
When the injection is not followed by a 
convulsion only the first and fourth phase 
occur. Although the brain potentials be- 
come extremely abnormal during the con- 
vulsion, they return to normal shortly after 
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the convulsion. Our observations suggest 
that repetitions of the metrazol convulsion 
may result in more lasting changes in the 
EEG than that associated with the initial or 
first few metrazol injections. In 4 of the 
g cases no lasting changes were observed 
in the EEG after repeated metrazol injec- 
tions. These 4 cases with one exception 
received the fewest number of injections, 3, 
3, 6 and I1 injections respectively. Three 
of the 9 cases (Group II) did show lasting 
changes in the EEG which, however, dis- 
appeared after a few days or weeks. These 
3 cases received on the average more injec- 
tions than Group I, 11, 9 and 14 injections 
respectively. This would suggest that when 
the number of metrazol injections ap- 
proaches 10, the central nervous system 
becomes less able to tolerate the metrazol 
shocks. There is some evidence to show 
from the EEG observations of 2 of our 9 
cases (Group III) that if the number of 
metrazol treatments approaches 20 we may 
look for permanent abnormal changes in the 
character of the brain potential pattern. 

Davis and Sulzbach report permanent 
changes in the character of the EEG in all 
of 6 cases receiving 5 to 24 convulsions 
from the use of metrazol. There is obvi- 
ously a discrepancy between these findings 
and our own as we found changes in only 
5 of 9 cases and in only 2 of these were the 
EEG changes of permanent character. We 
are in agreement with the above authors, 
however, that the character of change in the 
EKG tracings of certain cases demonstrates 
that brain damage may result from metrazol 
shock therapy. Our own observations would 
stress the importance of keeping the number 
of metrazol shock treatments well under 10 
if abnormal changes in the EEG tracings 
are to be avoided. 

Clinically 4 of the 9 cases began to im- 
prove during the metrazol treatment. The 
remaining 5 cases showed no improvement, 
became worse or improvement appeared too 
long after metrazol was discontinued to 
attribute it to the metrazol as in case I. 
There was no consistent correlation between 
the changes in the clinical picture and the 
EEG. The answer to this lack of correla- 


tion between changes in the clinical picture 
and alteration in the pattern of the EEG 
will have to await a more basic understand- 
ing of the psychoses and the neurophysio- 
logical significance of brain cycle patterns. 


SUMMARY AND CONCLUSION 


1. The EEG tracings taken during metra- 
zol treatment of 9g psychotic patients are 
reported. 

2. Four of the 9 cases showed no tempo- 
rary or permanent change in the quality of 
the EEG tracings other than those changes 
appearing during and immediately follow- 
ing each metrazol injection. These 4 cases 
received 6 or less injections each, with one 
exception, case 4, which received I1 injec- 
tions. 

3. Changes of a temporary nature lasting 
days or weeks appeared in 3 of the 9 cases, 
the three cases receiving 9 to 14 injections. 

4. The 2 cases who received the greatest 
number of shocks, 18 and 20 injections re- 
spectively, showed permanent abnormal 
changes in the character of the brain poten- 
tials. 

5. It is concluded that temporary changes 
in the brain potentials lasting days or weeks 
may occur in cases receiving in the neighbor- 
hood of 10 injections and changes of a 
permanent character may be expected in 
those cases receiving 20 or more injections. 
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PROTRACTED SHOCK: ITS CAUSE AND ITS PREVENTION’ 


By JACOB P. FROSTIG, M.D. 
University of California Medical School 


AND 


I. MURRAY ROSSMAN, M.D., WILLIAM B. CLINE, JR., M.D., ano 
OSCAR SCHWOERER, M.D. 


Harlem Valley State Hospital, Wingdale, N. Y. 


Of all the known complications of insulin- 
shock therapy, protracted shock is by far the 
most disturbing and the most dangerous. A 
number of investigators, notably Lester(1), 
Horwitz and associates(2), Wortis and 
Lambert(3), have carefully studied this 
phenomenon but none has offered a clear 
statement of its etiology, or proposed means 
for its prevention. According to Lester pro- 
tracted shock occurs about once in 1887 
“ordinary comas” and its mortality rate is 
16 per cent. 

It has been conclusively demonstrated by 
Ferraro and Jervis(4) and Baker(5) that 
extensive brain damage is to be expected 
where death has occurred in protracted 
shock. The changes reported appear to be 
of a vascular character, accompanied by 
gliosis and destruction of cortical cells. 
These findings agree with clinical obser- 
vations in cases where death did not oc- 
cur, the most striking and consistent fea- 
ture of which has been the amnesic syndrome 
with confabulations (Korsakow). This syn- 
drome has been noted almost constantly by 
the writers, though its intensity and its 
duration have shown very wide variations. 

The study of Wortis and Lambert(3) has 
shown that protracted shock is sometimes 
followed by clinical remission of the psycho- 
sis (and our own observations confirm this), 
which brings up the question of the advisa- 
bility of deliberate induction of this reaction 
as a therapeutic measure. However, the 
danger to life, the possible brain damage in 
those who survive, and the clinical results 
in the majority of these patients make the 
risks, incident to its therapeutic use, seem 
very grave. In our opinion we should be 


1 From the Harlem Valley State Hospital, Wing- 
dale, N. Y., John R. Ross, Superintendent. 
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able to answer the following questions in 
the affirmative before we could justify the 
therapeutic use of protracted shock: Are 
we able to predict and to prevent this reac- 
tion? Can it be induced at will and, once 
induced, can it be controlled and kept within 
the limits of safety? 

As will be seen, we believe that it is pos- 
sible in nearly every instance to predict and 
prevent protracted shock, and conversely, 
to induce it practically at will, but as yet we 
have found no reliable way to control the 
severity of the reaction once it has occurred. 
Therefore we have not sought to induce it 
as a therapeutic measure, but instead have 
attempted to study carefully the circum- 
stances under which it has occurred inad- 
vertently, and in this way to learn the means 
of its prevention. 

It has been shown by one of us(6) that 
the insulin effect upon the central nervous 
system follows a special course: at first the 
function of the cortex is suppressed, while 
signs of release of the basal ganglia and 
hypothalamus appear; these in turn, are 
suppressed and give way to signs of mid- 
brain release, and finally, signs of involve- 
ment of the medulla oblongata are seen. 
These consist (J. P. F.) of three main syn- 
dromes: (a) the tonic extensor spasm, (b) 
the parasympathetic syndrome, and (c) the 
decline of exteroceptive and interoceptive 
sensitivity. 

Our observations have led us to believe 
that protracted shock occurs only when the 
parasympathetic syndrome has become fully 
developed and the signs of decline of sensi- 
tivity have persisted for fifteen to forty-five 
minutes. This is in agreement with the 
much earlier observation made by two of 
us(7) that protracted shock is always pre- 
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ceded by signs of medullary involvement 
and the depression of the corneal reflex, 
though it does not by any means always 
occur when these signs are noted. 

In order that we might submit our observa- 
tions to careful checking and analysis the 
following arrangements were made: the 
patients on the male side of the insulin ward 
were allowed to remain in shock until the 
medullary phase had become fully developed 
and had persisted for such length of time 
that the physician in charge deemed it neces- 
sary to terminate shock in the interests of 
safety; on the female side the shock was 
terminated without delay as soon as the 
parasympathetic syndrome was fully devel- 
oped, or definite signs of the decline of 
sensitivity were noted. Inasmuch as the 
tonic extensor spasm does not appear con- 
stantly it was not taken into account in these 
evaluations. Therefore the term “medullary 
phase” refers in the following report only 
to the development of the parasympathetic 
syndrome and/or the decline of exterocep- 
tive and interoceptive sensitivity. The signs 
were recorded on charts devised by the 
writers and published by Ross and Malz- 
berg(8). 

Results : 


Thirty-four patients were observed (14 females, 
20 males). 

The total number of shocks was 1515 (520 in 
females, 995 in males). 

The total number convulsions: 37 (2.4 per cent). 

The medullary phase was reached 181 times in 
females, 237 times in males. 

The number of protracted shocks was 0 in females, 
18 in males. 

In the male group the percentage of protracted 
shocks to all shocks (995) was 1.8. The percentage 
of protracted shocks to shocks in which the medul- 
lary phase was reached (237) was 7.8. 

Protracted shock did not occur in any of the 
shocks in which the medullary phase was not 
reached. 

Of the 20 male patients in this series, 12 suffered 
protracted shocks. 8 patients each had 1 protracted 
shock, 2 patients each had 2, and 2 patients each 
had 3, making a total of 18 protracted shocks. 

The duration and the severity of the protracted 
shocks varied greatly. No deaths occurred. No 
constant relationship between the duration and char- 
acter of the medullary signs on the one hand and 
the severity of the protracted shock on the other 
could be established. However, it was clearly evi- 
dent that some patients were particularly prone to 
develop this reaction and therefore required more 
cautious handling. 

Neither the detailed analysis of these results nor 


the clinical description of the protracted shock is 
deemed to lie within the scope of this report. 


DISCUSSION 


In the light of the above findings it appears 
that there is virtually no likelihood of inad- 
vertently inducing protracted shock? if the 
shock is terminated at or shortly after the 
beginning of the medullary phase. This 
conclusion is clearly indicated by the fact 
that in the female group where such pro- 
cedure was applied no protracted shocks 
occurred in spite of the fact that the medul- 
lary phase was reached 181 times. This 
finding confirms our clinical impressions re- 
garding the incidence of protracted shock 
and affords a very good and reliable means 
of preventing this serious complication, while 
still allowing the induction of deep shock 
which we have found essential to the success 
of the therapy, especially where the less 
favorable cases must be treated. 

The etiology of protracted shock is not 
nearly so apparent as is the means of its 
prevention. Nevertheless we beg to offer 
some of our conclusions, which consist in 
the main of two different hypotheses, both 
of which are probably correct in some de- 
gree but neither of which is susceptible of 
experimental proof at this time. The first 
is as follows: 

The parasympathetic syndrome, men- 
tioned above, consists of signs which are 
commonly ascribed to the stimulation of the 
vagus nuclei. On the other hand the vegeta- 
tive symptoms of protracted shock resemble 
those seen in paresis of these centers. There- 
fore, if the hypothesis of Himwich and 
associates(Q) is correct, it is likely that the 
prolonged effect of insulin on the nuclei of 
the medulla oblongata results in the sup- 
pression of their metabolism and finally in 
paresis of their functions. A direct conse- 
quence of this is a disturbance in the orderly 


2 We are constrained to admit that it has been 
experience of three of us in our several years of 
practical testing in much larger numbers of cases 
than are here reported that protracted shock did, 
though very rarely, occur when the medullary signs 
had not been observed. While these very infrequent 
instances might be looked upon as genuine ex- 
ceptions to the rule, we prefer to consider that the 
medullary signs did appear but were not recorded 
in the charts, either because of fleeting character or 
difficulty in recognizing the early indications of 
medullary involvement. 
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reversal of the signs of shock and a ten- 
dency to produce the dangers of protracted 
shock. Moreover, it has generally been as- 
sumed since the time of Claude Bernard 
that the medullary centers control carbo- 
hydrate metabolism. Thus, suppression of 
these nuclei would result in suppression of 
the carbohydrate assimilatory mechanisms 
and interference with the reversal of insulin 
effect seen in the uncomplicated shock. 
There are, of course, other important fac- 
tors which finally determine whether or not 
the emergence from insulin shock would 
follow. Otherwise the incidence of pro- 
tracted shock would be much higher than 
7.8 per cent. If the hypothesis of the pro- 
gressive suppression of the brain centers is 
correct, protracted shock may be explained 
by the degree of suppression of the meta- 
bolic rate and the length of time that the 
cells of the vegetative centers have been 
relatively inactive. That this time may be 
quite short and that it seems to depend 
largely on the individual resistance of the 
medullary centers was shown by the strangu- 
lation experiments on dogs made by Hey- 
mans and associates(10). 

The other hypothesis also assumes that 
there is a progressive depression of brain 
centers through the insulin effect, but places 
considerably less importance on the role 
that impaired function of the medullary 
nuclei plays in the production of protracted 
shock. The injection of insulin is followed 
by a general reduction in metabolism as a 
result of the deprivation of the brain’s sole 
metabolite, carbohydrate, according to Him- 
wich et al. (g). The higher (that is, phylo- 
genetically more recent) levels of cerebral 
integration are more quickly suppressed ; 
and as the insulin effect becomes more pro- 
nounced, there is a release, with subsequent 
suppression, of lower levels, until finally the 
functional capacity of the lowest, the most 
primitive, and, therefore, the most resistant 
of all nervous tissues, becomes impaired. 
At this point, the cortical cells must be almost 
at the limit of their ability to return to a 
normal functioning state when carbohydrate 
is again made available. If the medullary 
phase is prolonged, the changes in the corti- 
cal cells may cease to still be within physio- 
logical limits and thus reversible, as is usually 
the case, and no return to normal function 
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and consciousness follows upon the intro- 
duction of carbohydrates. 

According to this hypothesis, therefore, 
protracted shock is due to the continuation 
of the carbohydrate deprivation of the corti- 
cal cells to the point where easy reversibility 
is impaired or even lost. The development 
of the medullary phase is an indication that 
the limit of safety has been reached; that 
prolongation of this phase will further dis- 
turb the orderly reversal of signs by im- 
pairment of the carbohydrate assimilatory 
mechanism ; and if the vital centers are dam- 
aged sufficiently, death may result. 

There are several observations to confirm 
this hypothesis. Where death has occurred 
in protracted shock, one would expect to 
find the most severe damage in the cerebral 
cortex. This is exactly what occurs, accord- 
ing to Ferraro and Jervis(4) and Baker(5) 
and others who have reported upon cerebral 
damage incident to overly prolonged severe 
hypoglycemia. Additional proof is to be 
found in the Korsakow-like syndrome which 
follows upon protracted shock of severe 
degree. Even when the patient’s life is not 
seriously threatened during a moderately 
severe protracted shock and the clouded state 
may clear up, it is not infrequently found 
that amnesia for the entire psychotic period 
may persist. While the patient may be 
clinically without psychosis the persistent 
amnesia must be considered as being due 
to destruction of some of the cortical cells. 


PREVENTION OF PROTRACTED SHOCK 


Because we believe that protracted shock 
can be almost invariably prevented and that 
it is desirable, generally, to do so, we shall 
describe briefly the methods that we have 
found successful: 

(1) Termination of treatment as soon as 
signs of medullary involvement appear be- 
cause of reasons mentioned above. 

(2) When the severity of the patient’s 
psychosis makes necessary more intensive 
treatment or where the signs of medullary 
involvement are overlooked or develop too 
rapidly to be prevented, as in precipitate 
shock, it is suggested that treatment be 
terminated by intravenous administration of 
glucose as well as by gavage of sugar solu- 
tion. It has generally been the practice to 
introduce the sugar solution by stomach tube, 
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wait for perhaps thirty minutes and then 
resort to intravenous administration if the 
patient fails to respond. While this is a 
satisfactory procedure ordinarily it may 
prove dangerous to wait a half hour when 
the vital centers have already become em- 
barrassed. Our experience has been that 
when the patient is not in imminent danger 
of protracted shock, intravenous administra- 
tion can do no harm, while it definitely may 
prevent this complication or appreciably af- 
fect its seriousness. 

(3) The use of thiamin chloride has, in 
our experience, proved to be quite helpful 
in these cases. When once the protracted 
shock has developed, 3000 to 10,000 units 
of Vitamin B,, given intravenously or intra- 
muscularly, and repeated as indicated, in 
many cases appear to shorten the period of 
unconsciousness and the severity and dura- 
tion of the Korsakow syndrome. Thiamin 
chloride is of especial value as a preventative 
if given regularly to patients who show a 
tendency to protracted shock. 


SUMMARY AND CONCLUSIONS 


(1) An attempt has been made to de- 
termine whether or not the medullary phase 
always precedes protracted shock. The 
shocks were recorded on the charts designed 
by the writers and published by Ross and 
Malzberg. It was shown that no protracted 
shock occurs unless the medullary phase had 
been reached. 

(2) In order to determine whether or 
not the persistence of medullary signs is 
responsible for protracted shock, an arrange- 
ment was made by which the shocks of the 
female group were terminated without delay 
as soon as the first signs of the medullary 
phase were recorded, while in the male 
group medullary signs were allowed to de- 
velop fully and to persist for some time 
(from one-quarter to three-quarters of an 
hour). 

(3) In the female group, in a total of 
520 shocks, the medullary phase was reached 
181 times. In this group no protracted shock 
occurred. In the male group, in a total of 
995 shocks, the medullary phase was reached 
237 times and was allowed to persist. Thus 
18 protracted shocks resulted. Protracted 
shock occurred in the male group in 1.8 per 
cent of all shocks and in 7.8 per cent of 


shocks in which the medullary phase had been 
reached and allowed to persist. 

(4) It is concluded, therefore, that pro- 
tracted shock occurs only in shocks where 
the medullary phase was allowed to develop 
fully and to persist for some time. However, 
this relatively rare occurrence in such shocks 
(7.8 per cent) shows that there are other 
factors also responsible for protracted shock. 
These factors were not elicited. 

(5) Two explanations of protracted shock 
are offered. In one, emphasis is placed on 
the disturbed function of the medullary 
nuclei; while in the other the continued car- 
bohydrate deprivation of the cortical cells 
is considered a chief factor. The hypotheti- 
cal character of such explanations is stressed. 

(6) The therapeutic value of protracted 
shock is not discussed. 

(7) Measures are suggested that appear 
to prevent the occurrence or reduce the 
severity of protracted shock. However, no 
dependable methods have been found to con- 
trol severe protracted shock once it has de- 
veloped, or to cope with its dangers. 
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EFFECT OF BENZEDRINE SULPHATE ALTERNATED WITH 
SODIUM AMYTAL IN SCHIZOPHRENIA 
By LEON REZNIKOFF, M.D. 


Clinical Director, Hudson County Hospital for Mental Diseases, 
Secaucus, N. ]. 


For some time, psychiatrists have been 
interested in the use of various chemical 
substances in schizophrenia, both as means 
for psychologic and physiologic investiga- 
tion and for their therapeutic effect. 

Benzedrine sulphate’ (amphetamine sul- 
phate) is one of the drugs which attracted 
a great deal of attention, chiefly because of 
its sympathomimetic property and stimulat- 
ing action on the central nervous system(1, 
2, 3). It has been used in depressions and 
retardations with some success, and because 
some types of schizophrenia, especially the 
catatonic type, present many features of 
retardation, research workers thought it ad- 
visable to use the drug in this condition. 
Generally, experiences with this drug in 
schizophrenia were disappointing to most of 
the investigators. Davidoff(4), studying the 
action of benzedrine on self-absorbed pa- 
tients, said: “In no case did benzedrine pro- 
foundly alter the structure of the psychosis, 
although it did accelerate a definite symp- 
tomatic improvement in six cases of the 30. 
Of the 22 catatonics, only three showed note- 
worthy improvement from the standpoint of 
eligibility for parole. This may be said to 
differ only slightly, or not at all, from the 
improvement noted in the ordinary sponta- 
neous fluctuation and remissions observed in 
the course of catatonic states.” Woolley(5), 
in a comprehensive study of the effects of 
benzedrine sulphate in mental patients with 
retarded activity, made the following obser- 
vations: “Seven of 21 catatonic schizo- 
phrenics treated either recovered or im- 
proved during the treatment. In two of 
these cases, increased activity of the patient 
leading to recovery was only to be obtained 
on administration of the drug (benzedrine) 
and was lost whenever the drug was discon- 


1T am indebted to Smith, Kline and French 
Laboratories, Philadelphia, Pa., for the supply of 
benzedrine sulphate for intravenous use. 
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tinued and the patient lapsed back into the 
catatonic state. Psychotherapeutic access to 
these patients became possible through the 
improved mental state. . Twenty-one 
of the 44 schizophrenic patients (48 per 
cent) were unaffected by the drug. Eleven 
were made decidedly worse. >a 
added further: “Roughly it could be demon- 
strated that about 25 per cent of the retarded 
patients in all diagnostic groups may be im- 
proved by the administration of the drug. 
About 25 per cent of the retarded patients 
in all diagnostic groups are made much 
worse by its exhibition. Approximately 50 
per cent appeared to be not affected.” In 
1936, Myerson(6) said that benzedrine sul- 
phate had no beneficial effect in catatonic 
states or hebephrenia. Schube, McManamy, 
Trapp and Myerson(7) investigated the ef- 
fect of benzedrine sulphate on abnormal 
mental states and came to the following con- 
clusion: ‘There was no improvement in any 
case. In 15 of the 80 cases studied there was 
temporary accentuation of the psychosis. 
Benzedrine sulphate was of no value in the 
alleviation of the psychosis in the cases 
studied.” 

It has been generally accepted by psychia- 
trists that while useful in some depressive 
states, administration of benzedrine sulphate 
in definite cases of schizophrenia had no 
therapeutic value. In January 1939, Davi- 
doff and Reifenstein(8, 9, 10) reported the 
use of benzedrine sulphate alternated with 
sodium amytal in a large group of schizo- 
phrenic patients. They claimed beneficial 
effect, stating that improvement resulted in 
40 per cent of cases. They said: “In those 
cases of schizophrenia which are inherently 
capable of being stimulated to some degree 
of improvement, benzedrine sulphate may 
initiate, accelerate, augment and/or indicate 
such improvement.” Because of this rather 
enthusiastic report, it was decided at our hos- 
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pital to submit a group of schizophrenic pa- 
tients to intensive study while under the 
treatment with benzedrine sulphate and so- 
dium amytal, following essentially the 
method outlined by Davidoff and Reifenstein. 
A group of 15 schizophrenic patients with- 
out any evidence of deterioration was se- 
lected for this study. Furthermore, a rather 
large number of patients with catatonic type 
of schizophrenia who were often mute and 
had to be tube fed were included, because in 
this type even the slightest improvement can 
be easily noticed, and because prognosis has 
been always considered best in the catatonic 
type of schizophrenia. Thus, the group con- 
sisted of 8 patients of catatonic type, 6 para- 
noid and 1 hebephrenic; there were Io men 
and 5 women, ranging in ages from 18 to 33. 
The duration of psychosis was as follows: 


From 6 months to I year............... 3 


All patients were in good physical health 
and had a complete preliminary check-up of 
physical status, including roentgenogram of 
the chest, electrocardiographic test and blood 
study. 

Eleven of these patients also received 
metrazol shock therapy, 8 of them some time 
after benzedrine-sodium amytal treatment, 
and 3 patients had metrazol about 14 years 
before they were given benzedrine and 
amytal. 

The treatment with benzedrine sulphate 
and sodium amytal lasted at least a month, 
and in a few instances somewhat longer. 
The initial dose consisted of intravenous in- 
jection of 10 mg. of benzedrine sulphate 
(I cc. of I per cent solution), and the fol- 
lowing day the patient was given a 3 grain 
capsule of sodium amytal by mouth. If sleep 
did not result in an hour or two, one or two 
more 3 grain capsules were given by mouth. 
One uncooperative patient who refused 
food, was given sodium amytal per rectum 
and required as much as 15 grains of the 
drug to induce sleep; another resistive pa- 
tient (case 2) who had to be tube fed 
throughout the entire treatment, had sodium 
amytal introduced through the tube during 
her morning feeding. The second injection 
of benzedrine sulphate was raised to 20 mg., 


and the third consisted of 30 mg., and this 
dose was maintained for all the remaining 
injections. Blood pressure studies were 
made before and after the injection of ben- 
zedrine sulphate and revealed a rapid, but 
not uniform rise in both systolic and diastolic 
levels. Occasionally, to eliminate and deter- 
mine as much as possible any psychological 
effect during the study of blood pressure, 
sterile saline solution was injected instead of 
benzedrine sulphate ; these observations will 
be published in another communication. Pa- 
tients were allowed out of bed a few hours 
after benzedrine sulphate was injected; on 
the days when they received sodium amytal, 
they naturally remained in bed until the next 
day. 

The author was particularly impressed by 
the safety of injections of relatively large 
doses (30 mg.) of benzedrine sulphate intra- 
venously to young, physically healthy indi- 
viduals. None of the patients suffered any 
noticeable permanent ill-effects, and none 
were discovered at the completion of the 
treatment in spite of careful physical and 
laboratory search. 

From a therapeutic point of view, the re- 
sults obtained with benzedrine sulphate and 
sodium amytal were uniformly disappoint- 
ing. None of the patients showed any more 
improvement than other schizophrenic pa- 
tients who did not receive any specific 
therapy, and were on the waiting list or in 
the process of work-up for metrazol or insu- 
lin shock treatment. 

Of the 11 patients who were also given a 
trial with metrazol shock therapy, 5 achieved 
some degree of improvement after metrazol 
therapy was completed, three of whom later 
suffered relapses, while 6 remained entirely 
unimproved. 

There were some interesting clinical ob- 
servations made during the administration 
of benzedrine sulphate and sodium amytal. 
For example: one patient who was mute at 
the beginning of the treatment, became talka- 
tive after the second injection of benzedrine 
sulphate and gave additional valuable infor- 
mation regarding his past life (case 4) ; 
however, with the remainder of the treat- 
ment, he again became mute. Another mute 
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patient (case 1), three or four minutes after 
the intravenous injection of benzedrine, be- 
gan to cry and made several remarks which 
helped to throw light on her thought con- 
tent, especially on her psychosexual life. 
However, in each case the talkativeness 
lasted only a short time and not even through 
the entire duration of treatment with ben- 
zedrine, while with metrazol the patients at 
least lost their mutism during the period of 
treatment. In fact, in the author's experi- 
ences with a large group of catatonic pa- 
tients treated with metrazol who were mute 
and refused food, only rarely an occasional 
patient would remain mute throughout the 
treatment, and in no case tube feeding had 
to be resorted to after the 3d or 4th injec- 
tion of metrazol. But even this symptomatic 
improvement is not constantly achieved with 
the use of benzedrine and amytal. One pa- 
tient in our group (case 2) had to be tube 
fed throughout the entire course of the treat- 
ment with benzedrine and amytal, while an- 
other patient (case 5) had to be tube fed on 
several occasions, even toward the end of 
the treatment. Two patients showed slight 
symptomatic improvement: a patient who 
was previously tube fed (case 3) started to 
feed herself after a few injections of ben- 
zedrine sulphate, and in another case 
(case 1) spoon feeding was substituted for 
tube feeding. The paranoid patients did 
not show any alteration in the structure 
of their psychosis after treatment was 
completed. 

In other words, wherever improvement 
occurred with benzedrine sulphate-sodium 
amytal, it was only very slight and by no 
means comparable to that obtained with 
metrazol. Therefore, administration of ben- 
zedrine sulphate alternated with sodium 
amytal does not merit its acceptance as a 
therapeutic procedure for schizophrenia. 

When this method is used only as a means 
for psychologic and physiologic investiga- 
tion, as for example to make mute patients 
talk, and gain access for psychiatric investi- 
gation or application of psychotherapy, it 
may be compared with previous experiences 
reported by many writers with other chemi- 
cal substances that have been used for this 
purpose, such as CO, or alcohol. 
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CASE HISTORIES 


A few case histories which, because of 
some peculiarities were specifically men- 
tioned in the paper, are cited below: 


CAsE 1.—J. K., a 23-year-old single girl was ad- 
mitted to the Hudson County Hospital for Mental 
Diseases August 19, 1937, and presented a typical 
picture of schizophrenia, catatonic type. Four and 
one-half months after admission her mental condi- 
tion was still poor and the following note was made 
by the ward physician: “Patient is dirty, slovenly 
and difficult to control. She has to be restrained 
because she tears her clothing and tries to injure 
herself. She is not combative, however. She fre- 
quently refuses to eat and adequate nutrition for this 
patient is quite a problem. She had to be led into 
the examining room, sat in an awkward position 
with bowed head and averted gaze. She did not 
utter a sound during the interview nor display any 
emotion whatsoever.” The following month she was 
placed on metrazol shock therapy and received 24 
injections, 19 of which resulted in generalized con- 
vulsions. She achieved a remission and was paroled 
May 8, 1938. She stayed at home for about one 
and one-half years and got along fairly well; she 
was employed in a cigarette factory and participated 
in some social activities. Toward the end of this 
time, she began to exhibit psychotic manifestations: 
she stopped working, refused food and became mute. 
When she suddenly developed an episode of cata- 
tonic excitement, screaming that the radio was 
annoying her, she was recommitted to our hospital 
October 30, 1939. As she failed to improve on 
routine non-specific therapy and became a difficult 
feeding problem, it was decided to give her a trial 
on “alternating stimulation-sedation” type of treat- 
ment, and the usual administration of benzedrine 
sulphate intravenously and sodium amytal by mouth 
on alternate days was started. The first injection 
of benzedrine sulphate consisted of 10 mg., the 
second 20 mg., and the remaining injections 30 mg. 
each. There was no improvement under this treat- 
ment, except that feeding by tube was found un- 
necessary and she could be spoon fed. Her cata- 
tonia and mutism remained unchanged. At one 
time, 3 or 4 minutes after the intravenous injection 
of benzedrine sulphate, she began to cry and talk, 
although her productions were disconnected and not 
abundant. She said: “I swallowed my tongue. ... . 
Jean loves the birds..... I want to be burnt. 
. . . Since I was a baby I know everything. .... 
I don’t want to be a mother. .... Jean likes to be 
I don’t want to go to church. .... 
My papa is the best, he don’t talk, he’s quiet, I like 
quiet people. .... I never bother with big people. 

” A few minutes later she lapsed into her 
previous mute state. 

A second course of metrazol shock was then 
decided upon and she was given 13 injections of 
metrazol, 10 of which produced generalized con- 
vulsions. There was no improvement and a month 
later 10 more generalized convulsions were induced 
by metrazol. At this time she improved sufficiently 
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to start eating, talking and working in the hospital 
laundry, although she remained emotionally shallow 
and totally lacking in insight. 

To recapitulate: in this case the patient improved 
twice under metrazol treatment, the first time 
achieving a remission lasting 18 months, the second 
time while not sufficiently well to be paroled, she 
at least became a better institutional patient, while 
under benzedrine sulphate-sodium amytal therapy 
she failed to show any improvement except for the 
change from tube to spoon feeding, and occasional 
mutterings a few minutes after the injection of 
benzedrine sulphate. 


Case 2.—H. S., a 30-year-old married woman 
developed several somatic complaints a year ago. 
During the two months prior to her admission to 
our hospital she had been having auditory hallucina- 
tions. Her commitment followed attempted suicide 
by cutting her wrists. On admission she had para- 
noid, sexual, somatic and bizarre delusions, auditory 
hallucinations, and was emotionally shallow, un- 
cooperative and resistive. She said she married her 
husband because she was pregnant at the time, and 
that they never got along together; her husband 
used to drink heavily, and would beat her when he 
was intoxicated. She admitted sexual promiscuity 
both before and after marriage, and lately indulged 
in fellatio and zooerastia. Because of this she 
thought the whole world was against her and would 
not accept her. A diagnosis of schizophrenia, para- 
noid type was made. Soon after admission she re- 
fused food and had to be tube fed. She was started 
on treatment with benzedrine sulphate intravenously 
alternated with sodium amytal, the sodium amytal 
being introduced through the tube during her morn- 
ing feedings; the dose of sodium amytal was in- 
creased from 3 grains to 15 grains in order to induce 
sleep. In this case, the treatment was extended for 
a somewhat longer period, since it was expected 
that at least tube feeding might become unnecessary 
as a result of this therapy; however, she continued 
to refuse all food to the end of the treatment, which 
had been continued for six weeks. Her mental 
status remained unchanged, and there has been no 
noticeable change in the structure of her psychosis 
at the completion of the treatment. 


Case 3.—D. L., a 19-year-old girl developed psy- 
chosis about two months prior to admission to our 
hospital. She had ideas of reference and persecu- 
tion, and later made an unsuccessful attempt to 
commit suicide by inflicting superficial wounds on 
the neck and wrists with her father’s razor. On 
admission she was markedly catatonic, negativistic, 
mute and entirely uncooperative. For five weeks 
she was placed on benzedrine sulphate-sodium 
amytal treatment, and received a total of 480 mg. 
(48 c. c. of 1 per cent solution) of benzedrine sul- 
phate intravenously and 102 gr. of sodium amytal 
orally. At the beginning of treatment, and immedi- 
ately following the injection of benzedrine, she 
would cry a bit but this did not continue. Towards 
the end of the treatment and immediately after its 
completion, she was at one time entirely free of her 
catatonia, talked and did some work on the ward, 


but she did not maintain this improved condition and 
quickly reverted to her catatonic state. At the com- 
pletion of the entire course of treatment, the ward 
physician made the following note: “There has been 
no noteworthy improvement in the patient’s mental 
status. She is catatonic and practically mute, or if 
she does speak, shows marked stereotypy and per- 
severation, is negativistic, detached and disinter- 
ested. However, she feeds herself, which she did 
not do prior to treatment.” She was later given a 
course of metrazol shock therapy, consisting of 32 
injections, 25 of which resulted in generalized con- 
vulsions. She made only slight improvement and 
after a short time reverted to her former mental 
state. 


Case 4.—J. C., a 28-year-old single male, was 
transferred to our hospital from Middletown State 
Hospital where he spent about two months. On 
admission here he was entirely uncooperative, main- 
tained persistent silence, displayed grimaces and 
mannerisms, expressed auditory and visual hallu- 
cinations, was emotionally shallow, and a diagnosis 
of schizophrenia, hebephrenic type was made. Be- 
cause permission for metrazol or insulin shock 
therapy could not be obtained, it was decided to 
give this patient a trial with benzedrine sulphate and 
sodium amytal. At the beginning of the treatment 
he was mute. However, after the second injection 
of benzedrine sulphate, he became talkative and 
while his productions were somewhat disconnected, 
several times he mentioned having been in a re- 
formatory. Since neither the records of the Middle- 
town State Hospital nor our own history obtained 
from his family indicated that this was so, we de- 
cided to investigate this situation by writing letters 
to all reformatories in the State of New Jersey. 
Later, a letter was received from one of the re- 
formatories stating that the patient had spent about 
two years at their institution on a charge of 
vagrancy, and that he also had a long record of 
juvenile delinquencies. The author was impressed 
by this opportunity of investigating the patient’s 
thought content with the aid of large doses of 
benzedrine sulphate injected intravenously. How- 
ever, the patient again became mute after about half 
an hour ; he would listen when spoken to and would 
answer with a silly grin. He became very active 
and resistive to treatment, and with the third injec- 
tion he moved his extremities in gymnastic move- 
ments, even got out of bed and walked up and down 
the corridor waving his arms. It is interesting to 
note that with the last four or five injections, the 
patient performed these gymnastic movements the 
moment the needle was introduced into the vein 
and even before the benzedrine had entered the 
blood stream. On one occasion, I c.c. of physiological 
saline solution was injected intravenously instead of 
benzedrine sulphate, and the patient reacted with 
the same movements as previously. At the end of 
treatment there was no improvement in the mental 
condition. The patient was then given a course of 
metrazol consisting of 24 injections, which resulted 
in 20 generalized convulsions. Toward the end of 
the treatment, he became an excellent worker on 
the hospital ward, he would talk at infrequent inter- 
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vals for short periods and then again lapse into 
mutism. In the examining room he appeared dull, 
silly, superficial and evasive. A month after metra- 
zol therapy was stopped, he regressed and became 
sullen, antagonistic and uncooperative. He again 
became totally mute. It was decided then to give 
him a few more injections of metrazol. When he 
realized he would receive more metrazol, his mutism 
immediately disappeared and he began to talk for 
a while. The second course consisted of 7 injections, 
5 of which resulted in generalized convulsive 
seizures. The patient gradually became better ad- 
justed institutionally, but there was not much im- 
provement in his mental condition, and he still has 
frequent periods of mutism. 


Case 5.—J. U., a 24-year-old single male, was 
described prior to development of psychosis, as 
having a schizoid personality make-up. His seclu- 
siveness became more marked during the past year 
when he stayed at home practically all the time. In 
January, 1940 he began to show mild psychotic 
symptoms, which became more pronounced about 
April. On admission he was sulky and morose, 
other times apathetic and indifferent, stared into 
distance, expressed paranoid delusions and auditory 
hallucinations, was emotionally shallow and lacked 
insight. A diagnosis of schizophrenia, paranoid type 
was made. He was given a trial on benzedrine 
sulphate and sodium amytal therapy. At the end 
of the treatment, which lasted one month, he did 
not show any improvement and even became more 
difficult to manage than on admission. He attempted 
to hit the patients and attendants around him on 
several occasions, and even required tube feeding 
toward the end of the treatment. He was later 
started on metrazol shock therapy and given 26 
injections, 20 of which resulted in generalized con- 
vulsive seizures. At the end of the treatment, he 
was presented at the staff conference and the con- 
sensus of opinion was that the patient had become 
worse as a result of chemotherapy. 


SUMMARY AND CONCLUSIONS 


1. Administration of benzedrine sulphate 
and sodium amytal on alternating days can- 
not be recommended as a therapeutic pro- 
cedure for schizophrenia. 

2. While the author is not enthusiastic 
about results obtainable with metrazol shock 
therapy in schizophrenia because of the defi- 
nitely temporary nature of improvement 
when it does occur, and the serious complica- 
tions, the results obtained from the trial 


with benzedrine and amytal, when compared 
with metrazol shock, were not only consid- 
erably inferior but practically negligible. 

3. Intravenous injections of large doses of 
benzedrine sulphate (30 mg.) every other 
day for a month to young, physically healthy 
adults caused no harmful effects of perma- 
nent nature. 


I am greatly indebted to the staff of the 
hospital for their valuable assistance and 
cooperation in carrying out this work. 
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SHOCK THERAPY IN PSYCHOSIS COMPLICATING PREGNANCY 


A Case Report’ 


By H. H. GOLDSTEIN, M.D., J. WEINBERG, M.D., ann M. I. SANKSTONE, M.D. 
Chicago, Ill. 


The effect of convulsive seizures on the 
pregnant woman is mentioned in various text 
books of obstetrics, Williams(1), DeLee(2), 
Titus(3) and in monographs of epilepsy, 
Muskens(4). In the literature few state- 
ments were found with reference to the 
effect of seizures upon the child im utero. 
Muskens(4) refers to one case in which a 
seizure was followed by an abortion. Clem- 
mesen(5) reports that in 107 pregnancies 
affecting 58 women, there was no occurrence 
of an abortion or interference with labor 
as a result of epileptic seizures. In general 
it is agreed that epilepsy does not influence 
pregnancy unfavorably other than by pre- 
disposing to injury. 

The writers had the opportunity of ob- 
serving the effects of induced convulsive 
seizures on a pregnant woman who was 
admitted to the Chicago State Hospital. 

On December 15, 1938, the patient was 
examined by the associate consulting gyne- 
cologist who reported the following findings : 
“Perineal floor is relaxed. The cervix is 
lacerated and points to the left. The fundus 
is enlarged to the size of a three and one- 
half months pregnancy. Adnexa are nega- 
tive.’ His impression was that a fibroid 
tumor of the uterus was present. 

The history indicated that the patient’s 
mental symptoms appeared about 3 or 4 
months prior to her admission to the hospital 
or approximately in July, 1938. At that time 
she began to complain of insomnia, had 
delusional ideas, cried readily and finally 
lapsed into a state of mutism. On admission 
to the hospital the patient failed to eat and 
it was necessary to tube feed her. She be- 
came progressively worse and at one time 
seemed moribund. Feeling that the stimu- 
lative action of convulsive therapy might be 
of value, metrazol was advised. The pres- 


1From the Chicago State Hospital, Edward F. 
Dombrowski, M. D., Managing Officer. 


ence of a pelvic mass diagnosed as a fibroid 
was disregarded. 

Three and five-tenths cubic centimeters of 
a 10 per cent solution of metrazol was given 
intravenously and failed to produce a con- 
vulsive seizure. Within a short interval, 5 cc. 
was given with failure to produce the ex- 
pected convulsive phenomena. This appar- 
ently was due to the use of barbital sedation 
up to the day of metrazol administration. 
Using a 10 per cent solution of metrazol, 
a 5 cc. dose produced a seizure on the follow- 
ing day and a total of 13 convulsive seizures 
was produced by increasing the dose about 
.2 cc. on successive administrations of the 
drug. The minimum dose used to produce 
a convulsion was 5 cc. and the maximum, 
7-8 cc. Having failed to improve her mental 
symptoms with metrazol therapy, the patient 
was placed on insulin treatment, the first 
dose being 20 units and the last, 50 units. 
Coma was not produced on 13 days of treat- 
ment. During the course of insulin therapy, 
a continued enlargement of the abdominal 
mass was noticed and the positive signs of 
pregnancy were found at the seventh month. 
The breasts were full and rounded and the 
areola pigmented. Fetal heart tones were 
audible as was the uterine souffle. Pulse was 
92, respiration 20, blood pressure 110/68. 
There was no dilatation of the cervix. The 
pregnancy proceeded normally under routine 
prenatal care. During the course of the 
pregnancy the patient frequently had to be 
force-fed. On June 20, 1939, she delivered 
a normal full-term male child, weighing six 
and one-half pounds. All the stages of labor 
were of normal duration and no special pro- 
cedures were required. 

The infant was given artificial feeding and 
gained weight and developed normally. Dur- 
ing its stay in the hospital, no abnormality 
was noted. Feeding was taken well and there 
were no signs indicating focal nervous sys- 
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tem pathology. Nine months after the birth 
of the child the Chicago Board of Health 
Infant Welfare Station to which the child 
is being taken, reports that there is no evi- 
dence of any abnormality and the child’s 
development is what it should be for its age. 
Nine months after delivery, the mother con- 
tinues to be an institutional patient and has 
shown considerable physical but no marked 
mental improvement. 


CoMMENT BY Dr. FREDERICK FALLS 


The outcome of this case would seem to 
indicate that in pregnant women where an 
indication arises for the use of metrazol or 
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insulin shock treatment, the treatment is 
justifiable on the basis of the apparent harm- 
lessness of convulsive seizures due to these 
drugs and epilepsy. 
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GENERAL SEMANTICS, PSYCHIATRY, PSYCHOTHERAPY 
AND PREVENTION’ 


By ALFRED KORZYBSKI ? 


Director, Institute of General Semantics, Chicago 


Score, METHODS AND IMPLICATIONS 


General Semantics is not a medical science, 
but like bacteriology, it is essential to gen- 
eral medicine and particularly psychiatry. 
General medicine without psychiatry and 
psychosomatic considerations represents little 
more than glorified veterinary science. Psy- 
chiatry and psychotherapy without general 
semantics cannot help but involve metaphy- 
sical factors. General semantics is a strictly 
empirical, natural science. It recognizes neu- 
ro-linguistic and neuro-semantic environ- 
ments as unavoidable conditioning environ- 
ments, and considers ‘mental’ illness, science 
and mathematics as types of human reac- 
tions. We discover that all forms of human 
reactions involve some common mechanisms 
which work automatically for the benefit or 
detriment of humanity.(1) (See notes.) 

There are, however, formidable difficulties 
in this work about which it may be wise to 
forewarn the reader. The power of termi- 
nology is well-known in science. As yet this 
problem is entirely disregarded in our daily 
linguistic habits, and not properly evaluated 
even in psychiatry. The problem is serious 
because of the well-known difficulty of re- 
canalizing our nervous systems. The lan- 
guage we use in general semantics is standard 
English, yet it involves selected and tested 
terms with unfamiliar structural assump- 
tions, carrying far-reaching consequences. 
Thus, in the old way we used terms like 
‘emotion’ and ‘intellect’ which imply the 


1 Abridgement of a paper read in abstract at the 
ninety-sixth annual meeting of The American Psy- 
chiatric Association, Cincinnati, Ohio, May 20-24, 
1940. The unabridged paper, containing important 
additional material, may be obtained from The In- 
stitute of General Semantics, Chicago. 

2 Author of: Manhood of Humanity, the Art 
and Science of Human Engineering, E. P. Dutton, 
1921, and Science and Sanity, An Introduction to 
Non-aristotelian Systems and General Semantics, 
Science Press Printing Company, Lancaster, Pa., 
1933. 


splitting of these manifestations. In general 
semantics we use the term ‘evaluation’ which 
does not involve splitting, although it covers 
the same field of reaction. Similarly, the 
Einstein- Minkowski non-split ‘space-time’ is 
usually translated, through habits of speech, 
into ‘space’ and ‘time’ which has split impli- 
cations, abolishing entirely the work of Ein- 
stein, without which modern physics would 
be impossible. 

Our daily use of language implies an aris- 
totelian, two-valued (‘either-or’) anthropo- 
morphic world of ‘properties,’ which ulti- 
mately turns out to be, in principle, delu- 
sional. How much such delusions affect the 
individual depends upon his power of resis- 
tance to such a harmful neuro-linguistic en- 
vironment. 

The human world in which we live is based 
on science (constructively or destructively) 
and therefore on non-euclidean, non-new- 
tonian and non-aristotelian systems, yet our 
inherited orientations remain aristotelian, eu- 
clidean and newtonian, which are quite dif- 
ferent. Under such conditions optimum 
human adjustment is, in principle, impos- 
sible. Psychiatric students can readily under- 
stand that the world is afflicted with what 
may be called aristotelian maladjustment, 
neurosis or even psychosis. To remedy such 
conditions is difficult but necessary if we 
want to save our sanity. 

In mathematics we use extensively the 
method of interpolation. In building curves 
we do not have all the points. We have a 
number of them and then connect the points 
with a smooth curve. The equation of that 
curve is given on the basis of the actual 
data involved. The nervous processes which 
build up equations are the same as those 
which build up ordinary generalizations in 
daily life; namely, we interpolate from the 
data we have. It is entirely disregarded even 
by mathematicians that when only one new 
factor enters, it may transform the curve en- 
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tirely with a very serious change in the 
equation. 

As an example I can suggest the work of 
Professor Burridge(2), who in addition to 
older physiological considerations did not dis- 
regard the colloidal structure of protoplasm 
and introduced that new unavoidable factor. 
In this case it does not matter whether the 
particular colloidal theory suggested by Bur- 
ridge is correct or not. The fact that he in- 
troduced a new structural factor leads to 
entirely different interpretations and gen- 
eralizations. This requires a complete revi- 
sion of physiology, neurology and in fact, 
medicine, and psychiatry, although the first 
order facts remain. 

The same applies to the work of Dr. Peter- 
sen(3), who introduced the new factor of 
weather when dealing with patients; or 
Freud(4) who introduced the unconscious or 
Einstein and others(5) who introduced the 
finite velocity of light into the newtonian sys- 
tem. In general semantics we introduce two 
new unavoidable factors ; namely, our neuro- 
semantic and neuro-linguistic environment as 
environment, which also requires a radical 
revision of what we know and should par- 
ticularly interest psychiatrists and educators. 
The old aristotelian two-valued orientations, 
resulting in lack of flexibility on the part 
of many scientists, accounts to a large extent 
for our tragic cultural lag, and stubborn, 
blind entrenchment of the professions. 


TERMINOLOGY 


The word ‘semantics’ is derived from the 
Greek ‘semantikos,’ ‘to signify,’ ‘to mean.’ 
This term was introduced by Michel Bréal 
in 1897. Originally, and even today, the 
word ‘semantics’ is used for the most part in 
the sense of the meaning of words as de- 
fined by words, and the significance of words 
as affecting human reactions has been ne* 
glected. It is true that the two terms ‘mean- 
ing’ and ‘significance’ somehow overlap, with 
a resulting confusion and difficulty of analy- 
sis. We use the term ‘general semantics’ 
in preference to the old ‘semantics’ to indi- 
cate a fundamental difference between the 
two. The older difficulties originated because 
specialists in the ‘meaning’ of words disre- 
garded an unavoidable factor; namely, that 
any linguistic or mathematical theory must 


begin with undefined terms which cannot be 
defined any further by words. In principle 
these undefined terms are labels for direct 
experiences and observations which involve 
subcortical processes on the silent (unspeak- 
able) level. Obviously no amount of verbal 
definition can convey to the individual first 
order pain, which he has to evaluate on the 
silent, organismal level inside of his skin. 

The introduction of the terms ‘unspeak- 
able,’ or ‘silent’ level eliminates another seri- 
ous source of confusion. We are accustomed 
to use the terms ‘objective’ and ‘subjective.’ 
Thus, the direct experience of, say a pinch, 
usually is called ‘subjective,’ and, say an 
apple, is called ‘objective.’ The facts in the 
meantime are that both the apple and the 
pinch may be considered ‘subjective’ or ‘ob- 
jective’ as we please, both being products of 
the nervous system. By accepting this uni- 
fied terminology ; namely, ‘unspeakable,’ or 
‘silent’ level, we automatically eliminate end- 
less, useless verbal bickerings. 

In general semantics we introduce a gen- 
eral theory of evaluation having very little 


to do with the meaning of words by verbal: 


definitions. It is important to notice that 
the term ‘evaluation’ implies a special struc- 
ture in that it applies to both ‘emotion’ and 
‘intellect,’ and even organismal evaluations 
such as ‘senses,’ pain, pleasure, blushing, 
smiling, etc. 

The term ‘evaluation’ implies also environ- 
mental factors because obviously there must 
be something to evaluate. Thus, evaluation 
is more than an organism-as-a-whole term; 
it is a non-elementalistic term(6) because it 
implies inclusion of the environment. We 
need a special technique to handle such 
terms which I will explain presently. 


STRUCTURAL REPRESENTATION, PREDICTA- 
BILITY AND IDENTIFICATION 


Briefly we can say that sanity may be con- 
sidered ‘proper evaluation.’ ‘Mental’ illness 
and maladjustments of every degree repre- 
sent ‘misevaluation.’ In science as well as in 
general semantics we test evaluation not by 
verbal definitions but by predictability, which 
must be verified empirically. If predicted 
facts happen, the evaluation was proper; if 
they do not, the evaluation was not proper. 
We see that we are dealing with a key 
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problem of sanity which affects individual, 
national and international adjustment. The 
problems are of serious importance and so 
we have to discover the essential factors for 
predictability and therefore proper evalua- 
tion(7). 

Let us consider the relationship between 
a map and the territory it represents. Obvi- 
ously for maximum predictability the map 
must be similar in structure to the actual 
territory. We consider structure as a bundle 
of relations, and similarity of structure in 
terms of order.’ 

3 The benefits of using such a non-elementalistic 
term as ‘order,’ which is a key term in general 
semantics, are manifold. For our purpose we need 
to consider only a few: 


1. Exact sciences which have maximum pre- 
dictability are based on multi-dimensional 
order. As we are living in a world of 
processes, we have to consider only four- 
dimensional order. As a matter of scien- 
tific advance, if we can put some human 
reactions in terms of order, we gain a 
bridging term between human affairs and 
exact sciences which allows us to build 
a science of man. 

2. Ordering of human reactions, for which we 
need a special technique; and which is 
the main neurological mechanism of gen- 
eral semantics and of the non-aristotelian 
system, automatically introduces delayed 
reactions. These are predominantly corti- 
cal functions in contrast to the predomi- 
nantly reflex, undelayed subcortical (ani- 
malistic) functions. The stress on delayed 
reactions is not new ‘wisdom.’ There is 
an age-old saying, ‘When mad count to 
ten.” Practically all human maladjust- 
ments, including most neuroses and psy- 
choses, involve undelayed reactions ; hence 
the preventive and even therapeutic value 
of the introduction of permanent auto- 
matic delayed reactions, for a fraction of 
a second, which prevents ‘emotional’ out- 
bursts (8). 

3. Automatic delay of reactions stimulates the 
cortex, which then performs its natural 
function of protecting the over-stimu- 
lated thalamus, resulting in the func- 
tional integration of the nervous sys- 
tem. This affects endocrine secretions, 
gonads included, blood pressure, etc., 
often with unpredictable psychosomatic 
beneficial effects. 

4. Ordering, and therefore delay of reactions, 
transforms the animalistic infantile and 
‘mentally’ ill signal reactions, which are 
reflex and undelayed, into adult, human 
and sane symbol (evaluational) reactions. 


Let us investigate some pertinent relations 
between the map and the territory to dis- 
cover some factors of the coveted predict- 
ability and therefore proper evaluation. We 
find that: 


1. The map is not the territory. 

2. The map represents not all the terri- 
tory. 

3. The map is self-reflexive. 


It should be noticed that what has been said 
about map-territory relationship applies 
mostly to other forms of representation, and 
certainly applies point by point to the lan- 
guage-fact relationship. Thus: 


1. A word is not the fact, feeling, situ- 
ation, relation, etc. 

2. A word covers not all the character- 
istics of an object, fact, feeling, etc. 

3. Language also is self-reflexive in the 
sense that in language we can speak about 
language. 


In general semantics we call these three 
premises fundamental non-aristotelian prem- 
ises. The first two are quite obvious, and 
turn out to be a flat denial of the old aris- 
totelian verbalistic orientations which, fol- 
lowing the structure of language, became 
evaluations as living issues. They were silent 
assumptions, vicious because not recognized 
as such. The third premise indicates that 
an ideal map would include a map of the 
map, which applies to other forms of repre- 
sentation, language included. This charac- 
teristic of certain forms of representation 
was discovered by Professor Royce in prob- 
ing mathematical difficulties, and labelled 
‘self-reflexiveness’ by him(10). 

Premise 1.—The old aristotelian orienta- 
tions are based on the is of identity, which 
is invariably false to facts, as nothing is 
identical with anything else, and in a world 
of electronic, electro-colloidal processes even 
these processes are not identical with them- 
selves(1I1). 

In psycho-logical and evaluational proc- 
esses we mostly identify our verbal state- 
ments or judgments about the facts with the 


This is tragically needed if sanity is to 
prevail, and can be accomplished by the 
application of physico-mathematical meth- 
ods to life and daily orientations (evalu- 
ations) (9). 
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actual facts, which facts are on the silent 
unspeakable level, not on the verbal level. 
Psychiatrists know well enough the tragic 
consequences of identifications in their pa- 
tients. What has evaded the attention of 
psychiatrists is permanent identifications in 
daily life, with harmful, even psychosomatic 
results.‘ 

Premise 2.—Non-allness expresses a flat 
denial of aristotelian verbalistic ‘allness,’ 
which builds up faith in verbal generaliza- 
tions and is responsible for most of the dog- 
matism, categorism, absolutism, as if some 
linguistic issues and creeds were valid ‘for 
all time to come.’ The tendency to general- 
ize in the Pavlov sense does not give full 
play to human cortical differentiation. By 
disregarding such issues we canalize human 
nervous systems in animalistic reflex re- 
actions. 

Even in mathematics we learned only 
lately that generalizations from some cases 
to ‘all’ cases are often invalid.’ Such mis- 


4 An illustration may be helpful. In my seminars 
I pick a young woman student and prearrange with 
her a demonstration about which the class knows 
nothing. During the lecture she is called to the 
platform and I hand her a box of matches which 
she carelessly drops on the desk. That is the only 
‘crime’ she commits. I begin then to call her 
names with a display of anger, waving my fists, 
and finally with a big gesture I slap her face 
gently. Seeing this, ninety per cent of the class 
recoil and shudder, ten per cent show no overt 
reactions. These latter have seen what they have 
seen, but they delayed their evaluations. Then I 
explain to the students that their recoil and shudder 
was an organismal evaluation very harmful in 
principle, becausé they tdentified the seen facts with 
their judgment, creeds, dogmas, and their reaction 
was entirely unjustified, as it turned out to be 
merely a scientific demonstration of the mechanism 
of identification, which identification I expected. 
In the rough, the seen was on the predominantly 
subcortical silent level, the shudder was due to the 
predominantly cortical linguistic level. 

A similar organismal identification is very well 
illustrated by a ‘mental’ patient of Dr. Prince who 
had hay fever. When Dr. Prince flashed paper 
roses from behind a screen the patient got an 
attack of hay fever, profound organismal reac- 
tion without the physico-chemical stimulus of 
actual roses (12). 

5 Unlimited ‘allness’ has led even to serious 
mathematical difficulties which only recently the 
mathematical theory of types of Bertrand Russell 
has tried to remedy by an introduction of the 
notion of ‘illegitimate totalities’ (13). 
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evaluations are common in life, leading to 
minor maladjustments and even to neurosis 
or psychosis. 

Premise 3.—This premise describes lin- 
guistic facts which have been entirely dis- 
regarded in the past except in mathematics. 
In general semantics we discover that self- 
reflexiveness is found at the bottom of sci- 
entific difficulties and life maladjustments. 
This disregard plays havoc with human 
evaluations, and results in endless verbalistic 
bickerings. 

Biologically speaking, the survival mech- 
anisms of the human organism are different 
from those of animals. Animals cannot ‘talk’ 
themselves psychosomatically into malad- 
justments and even disasters as we human 
beings methodically do. However, under 
laboratory conditions, when men play tricks 
on animals, even animals break down and 
may exhibit experimental ‘neuroses.’ 

Further analysis of this self-reflexive- 
ness leads to the discovery of the multiordi- 
nality of the most important terms we use. 
Without the recognition of this multiordi- 
nality we are frequently led to the most 
pathetic confusions, and maladjustments of 
every degree(14). 

Multiordinal terms correspond to the mul- 
tiordinal neuro-semantic and neuro-linguis- 
tic mechanisms which operate in us. Take, 
for example ‘never say never.’ Both words 
‘never’ look alike, are spelled similarly, yet 
they are on different levels of abstraction 
and have different values, one unlimited, 
limiting the other. Any statement about 
another statement is by necessity an abstrac- 
tion of higher order than the first statement, 
involving new neurological processes. 

Terms like ‘yes,’ ‘no,’ ‘true,’ ‘false,’ ‘fact,’ 
‘reality,’ ‘love,’ ‘hate,’ ‘doubt,’ ‘evaluation,’ 
are multiordinal and the corresponding 
mechanisms can be applied to any orders of 
abstraction. As the spelling and pronuncia- 
tion on each level is similar, because of the 
generalizing tendencies of the nervous sys- 
tem, we assume that they have the same 
extensional content, which as a matter of 
fact they have not. This misunderstanding 
produces enormous difficulties in adjustment, 
no matter whether we are morons or geni- 
uses, as the kernel of the difficulty is neuro- 
linguistic and neuro-semantic. It is not to 
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be solved without a thorough revision of our 
linguistic techniques, and our consciousness 
of the mechanisms is the only possible safe- 
guard. We will return to this subject later 
on. 


VERBAL MISREPRESENTATION AND 
‘FALSE KNOWLEDGE’ 

As we have seen, for maximum predicta- 
bility and proper evaluation we must have 
map-language similar in structure to the ter- 
ritory-facts. It is an empirical problem to 
discover by observation whether our lan- 
guage is similar in structure to the facts or 
not. Empirically ‘matter,’ ‘space’ and ‘time,’ 
‘emotions’ and ‘intellect,’ etc., cannot be 
separated or split, although verbally we can 
separate the words in a split language all 
we want to. Many spurious volumes have 
been written on such verbal splits. The 
simple fact is that nature is non-elemental- 
istic whereas the structure of our language 
is elementalistic. 

The physico-mathematical methods with 
their clear-cut, undefined terms, postulates, 
etc., bring to consciousness the assumptions, 
hypotheses, creeds on which any system of 
orientation or evaluation is based. Such 
methods lead to the elimination of false 
knowledge. In our private lives we much 
too often act and react as if our conscious 
or unconscious false to fact assumptions 
were ‘all there is to be known,’ which actu- 
ally generates false knowledge. 

To give only one striking example, most 
of us are conscious of so-called ‘sex,’ in the 
most naive sense, on the assumption that 
the very limited ‘sex proper’ is ‘all’ of the 
function of the gonads, which assumption 
postulates false knowledge. The facts are 
that the gonads are internal secretion glands, 
that roughly speaking, nine-tenths of their 
function is to vitalize the whole organism, 
brain included(15), and only one-tenth of 
their function may be considered as ‘sex 
proper,’ in the narrow sense. One of the 
reasons that psychiatrists have to deal so 
often with ‘sex’ difficulties is the false know]- 
edge their patients have about the functions 
of the gonads. To my knowledge this form- 
ulation is novel, and has escaped the atten- 
tion of psychiatrists. The point is that we 


are directly aware of the one-tenth function- 
ing and, unless told by science, entirely un- 
aware of the nine-tenth functioning. In 
general semantics we are interested in the 
neuro-semantic and neuro-linguistic func- 
tioning of the nervous system, not ‘sex’ in 
the narrow sense. As the two functions of 
the gonads are strictly interconnected, we 
shall observe, when we bring to conscious- 
ness these mechanisms that many ‘sex’ 
troubles disappear. We have many cases 
illustrating the working of these projection 
mechanisms. It is no longer a mystery that 
a great many psychosomatic difficulties arise 
on semantogenic grounds, and there should 
be no difficulty in understanding that when 
semantogenic disturbances are eliminated, 
which is the problem of general semantics, 
beneficial psychosomatic consequences should 
follow. 


INTENSION AND EXTENSION 


Investigating further the similarity of 
structure between language and facts, we 
find that the actual world is made up of 
individuals such as Smith,, Smith, etc., 
chair,, chair,, etc., and that such words as 
‘man,’ or ‘chair’ are only labels for verbal 
generalizations, verbal definitions, and there- 
fore ultimately verbal fictions. These simple 
and obvious observations formulate one of 
the most fundamental facts of nature and 
indicate serious structural discrepancies be- 
tween the facts and our customary language. 

Here we have to explain two new terms 
which were originated, if I am not mistaken, 
by Aristotle himself, although they were 
never applied in our sense; namely, ‘inten- 
sion’ (note the spelling with an ‘s’) and 
‘extension’ °(16). A definition by intension 
is given in terms of aristotelian properties. 
For instance, ‘man’ may be defined as a 
‘featherless biped.’ Such a definition applies 
to every human being yet covers no one. A 
definition by extension, which as yet is uti- 
lized exclusively in mathematics and general 
semantics, is given by exhibiting the indi- 
vidual. Thus by extension ‘man’ can be 
defined as a class of individuals made up of 


6 The problems are very complex and I suggest 
that the reader consult any book of ‘logic’ on this 
subject. Here we must limit ourselves to the 
problem of ‘definitions.’ 
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Smith,, Smith,, etc. When we introduce 
such an extensional structure of language 
and use it permanently as an inside orienta- 
tion, profound, integrative, neuro-semantic 
and neuro-linguistic consequences follow. 


NeEuropsycHIC MECHANISMS 


We consider linguistic issues as pre- 
dominantly ‘cortical’? functions. So-called 
‘senses, ‘emotions,’ ‘pain-pleasure,’ blood 
pressure, etc., are known to be predomi- 
nantly ‘thalamic’ functions. Experience 
shows that the ‘cortex’ and the ‘thalamus’ 
are very often poorly integrated function- 
ally, and our main problem is to bring about 
a better integration if at all possible. We 
have on record many cases of verbally bril- 
liant persons who have no contact with life 
and are maladjusted, in extreme cases often 
to the point of hospitalization. 

As pointed out by Pavlov, the old brain 
shows a tendency for uncritical generaliza- 
tions. The new brain introduces a tendency 
for differentiation of higher order. When 
too fine differentiation is imposed on the old 
brain, especially by pain or fright, there is 
a conflict, and that is exactly the mechanism 
by which experimental neurosis is produced 
in animals, and eventually in human sub- 
jects who have not been properly educated 
in the use of cortical differentiating mech- 
anisms. Differentiation by the new brain 
in an integrated and mature nervous system 
does not introduce conflict but, on the con- 
trary, regulates and protects the older brain. 

In contrast with animals, the human 
cortex matures at approximately 18, and 
many differentiations acquired in childhood 
through fear or pain, are mostly on the old 
brain level. This explains why many mal- 
adjustments, stuttering, neuroses and even 
psychoses, originate in childhood when the 
new brain is immature. What is ‘learned’ 


7 Through lack of space and the difficulty of pres- 
entation of so complex a subject what will be said 
here will be over-simplified, not to be taken liter- 
ally. Thus by ‘thalamus’ we mean predominantly 
the diencephalic region, which includes the hypo- 
thalamus, etc. By ‘cortex’ we mean predominantly 
the frontal and prefrontal cortical regions, but not 
excluding other cortical and subcortical levels. 
Dealing with electro-colloidal, functional and dy- 
namic issues, it is impossible to be more specific 
without making misstatements. 
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on the old brain level is ‘learned for good’ 
and often persists for life, which accounts 
for the difficulties of psychotherapy. Fur- 
thermore, in the human world the thalamus 
is as a rule over-stimulated, and one of the 
functions of the cortex is to protect the 
thalamus. 

It must be clearly realized that the thala- 
mus has no linguistic centers and so will not 
be affected directly by the old language of 
intensional structure, but it can be affected 
by extensional methods and _ extensional 
structure of language because thalamic fac- 
tors are introduced. Consequently we must 
always watch for different cortical doctrines 
or creeds which mean verbalization or ration- 
alization and which instead of protecting the 
thalamus add to its over-stimulation. Thus 
some individuals can talk themselves into 
maladjustments; they rationalize 
cortically their ‘thalamic’ patterns of con- 
duct. 


serious 


The cortex, in the terminology of Her- 
rick(17), (1) has a dynamogenic effect, (2) 
produces a differential activation, function- 
ally resulting in delayed reactions. These 
separate aspects represent only verbal fic- 
tions or splittings; but the nervous system 
works as a whole and the verbalistic aspects 
do not exist or work in separation. There is, 
however, a functional aspect of the cortex 
which is not elementalistic ; namely, to delay 
the reactions. Animal or ‘mentally’ ill reac- 
tions are of a reflex signal reaction type or 
an immediate response to a stimulus. There 
is no delay, which on human levels means 
allowing ‘time’ to pass the nerve currents 
through the longer paths of the cortex, re- 
sulting in the transformation of animal or 
‘mentally’ ill signal reactions into human 
symbol reactions which involve cortical dif- 
ferentiation. 


NATURAL ORDER OF EVALUATION 


Returning to non-elementalistic order, we 
already established one scientific criterion 
for proper evaluation; namely, the testing 
by predictability. Here we give another 
fundamental criterion for evaluation ; name- 
ly, what I call natural order of evaluation 
(18). It should be remembered that evalua- 
tion is not only a multiordinal term which 
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applies to all known levels of abstraction, 
but represents also an irreversible asym- 
metrical relation involving ‘more’ or ‘less,’ 
of the type: If A is more than B, then B 
is never more than A. In symmetrical rela- 
tions, such as A is the spouse of B, or A 
equals B, then B is the spouse of A, or B 
equals A. In other words, the symmetrical 
relations are reversible(19). 
In the natural order of evaluation, 


(1) The process ‘apple’ (biochemical 
features) is more important than the 
object ‘apple’ which our nervous system 
constructs. 

(2) The object ‘apple’ is more impor- 
tant than a description of the apple. 

(3) A description is more important 
than an inference of low order. 

(4) An inference of low order is more 
reliable or important than an 

(5) Inference of high order, etc. 


Our customary evaluation by the reversed 
natural order is bound to be pathological. 
According to the old orientation we dis- 
regard or do not know about the process 
character of say, ‘apple.’ We evaluate the 
object as the most important, which means 
we reverse the natural order of evaluation. 
In daily life, dealing with our own psycho- 
logical reactions, we often give more value 
to our judgments, which are higher order 
abstractions, than to the first order experi- 
ences, which are on the non-verbal silent 
level, and so of lower order abstraction. 
Here again we have a reversal of the natural 
order. Moreover we orient ourselves and 
evaluate by different creeds and dogmas, 
highly inferential, and we treat them as 
descriptions, exhibiting once more the rever- 
sal of natural order. 

It should be noticed carefully that those 
pathological reversals of the natural order 
of evaluation involve the identification in 
value of different orders of abstraction 
which as a matter of fact are not identical 
in value. I believe this is the mechanism 
which makes the reversal of the natural 
order of evaluation pathogenic. 

Neuro-linguistic issues are involved here 
also. In the evolution of the human race 
and language there was a natural order 
established ; namely, the facts came first and 


labels (words) next. Today, from child- 
hood up, we inculcate words and language 
first, and facts next, another pathological 
reversed order. Thus we are trained in 
signal reactions where we identify words 
with facts. Even in medicine we much too 
often deal with ‘diseases’ instead of an 
individual sick person. 

In general semantics we offer a technique 
to overcome that reversed natural order of 
evaluation, thus bringing about a new ad- 
justment based on neurological grounds. 
Through the method of extensionalization, 
we train through delayed reaction in the 
proper use of the cortex, and so even in 
early youth with the immature human cor- 
tex, a great deal of prevention can be ac- 
complished. We train students in conscious- 
ness of abstracting(20), and therefore con- 
sciousness of self, including our neuro- 
semantic and neuro-linguistic environment 
as environment. This tends to eliminate 
self-consciousness which is harmful. We 
eliminate false knowledge and give the stu- 
dents elementary, modern, scientific knowl- 
edge in such fields as physics, mathematics, 
colloids, physiology, neurology, psychiatry, 
from a biological (survival) point of view. 

We could eventually inake a very simple 
formulation for psychotherapy. We deal 
as a rule with the reversal of the natural 
order of evaluation, so by reversing the 
reversed order, we restore the natural order 
of evaluation. This formulation sounds 
simple but is not so simple in practice, as it 
takes months to achieve this new type of 
evaluation. The main benefit is that it gives 
the student or patient a thalamic method 
based on order, with which he can work at 
himself without outside help. 


METHODS OF EXTENSIONALIZATION 


To achieve the coveted thalamo-cortical 
integration through extensionalization, we 
utilize what I call the ‘extensional devices,’ 
always using a slight gesture of the hands 
to indicate absolute individuals in space- 
time, orders of abstractions, etc., involving 
thus the kinesthetic sense, which is well- 
known to have an important bearing on our 
orientations. 
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The extensional devices are as follows: 
(1) Indexes, (2) Dates, (3) Etc., (4) 
Quotes, (5) Hyphens. 

I call the first three ‘working devices,’ and 
the fourth and fifth ‘safety devices.’ The 
application may seem simple when explained, 
yet it is laborious and difficult to acquire as 
it leads to a profound neurological recanali- 
zation of a usually poorly integrated nervous 
system. What will be said here may seem 
too schematic; it conveys, however, some 
fundamental issues which are empirically 
useful. The main difficulty, I believe at 
present unavoidable, is based on the fact 
that in speaking or writing we have to use 
physiological or neurological terms, while in 
actuality the nervous system represents an 
electro-colloidal, functional, inter-related 
whole, in which every part is functionally 
related to every other part. With this pro- 
viso I will proceed. 

‘Thinking’ or evaluating in terms of inten- 
sional generalizations such as ‘man,’ ‘patient,’ 
‘disease,’ ‘chair,’ etc., is predominantly cor- 
tical, and as we are actually dealing with 
individuals, not definitions, our neurological 
coordination with thalamic functioning is 
unsatisfactory, and there is a split between 
verbalism and the living facts. If we ‘think’ 
or evaluate extensionally in terms of 
‘Smith,,’ ‘Smith.,’ ‘sick Brown,,’ ‘sick 
Brown,,’ etc., involving our kinesthetic 
sense by the use of our hands in ordering or 
differentiating the individuals, by necessity 
this automatically involves the cortex by 
inducing delayed reactions, and also auto- 
matically involves the functioning of the 
thalamic region by forcing us to ‘think’ or 
evaluate in terms of facts instead of defini- 
tions. Obviously this training in extension 
helps the integration of thalamo-cortical 
functioning. I must repeat that in practice 
the extensional technique works automatic- 
ally when applied. 

An illustration may be helpful, showing 
the harmful effect of some verbalization. 
Thus Freud uncritically picked the term 
‘libido,’ and to his own detriment and the 
rest of the white race, spent a life-time 
explaining that his ‘libido’ is not ‘libidinous.’ 
Similarly Freud ascribed one undifferen- 
tiated ‘sex’ to infants which revolted public 
opinion. If Freud had used the extensional 
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devices he would not have gotten into such 
difficulties. He would not have used the 
word ‘sex’ without indexes, dates and quotes, 
and he would have explained that an infant 
has a sensitive organ which could be labelled 
‘S,°” at birth, at the age of one, ‘S,”’ at 


the age of two, etc., which are obviously dif-. 


ferent although covered by the one abstract 
definitional ‘sex,’ and made obvious only 
by the extensional techniques. Let us be 
frank about it. The intensional abstract ‘sex’ 
actually varies with every individual not 
only with age (dates), but in relation to 
endless other factors. 

Similarly, the fact that often ‘sexy’ 
mothers distort the ‘sex’ in their daughters, 
sometimes for life, is known, and yet by the 
old intensional evaluation an explanation 
was not forthcoming. By extension the 
issues are rather simple. A daughter of six, 
who has §,°, is exposed to S,7° of a mother 
26 years old, which is entirely different, and 
may be frightened, horrified, disgusted, baf- 
fled. Such a shock in childhood may play 
havoc with the rest of her life. 

By intensional methods, dealing with defi- 
nitions such as ‘chair,’ ‘fear,’ ‘sex,’ etc., the 
thalamic factors are missing, as definitions 
have very little to do with life. In an ex- 
tensional orientation, such as ‘chair,,’ 
‘chairs,’ etc., we willy-nilly introduce such 
factors which will affect the thalamus. By 
intensional methods, the differences are, so 
to say, driven into the ‘unconscious ;’ by 
extension, they are brought to consciousness 
at par with similarities. 

The great mathematician Sylvester said 
rightly that in mathematics we look for dif- 
ferences in similarities and similarities in 
differences. It is a very pertinent remark and 
we should discover means for applying that 
to daily life. Most complex neurological 
processes are involved in such new orienta- 
tions. An orientation by intension or verbal 
definition is based upon and emphasizes 
similarities ; an extensional orientation em- 
phasizes similarities and differences, in a 
world of absolute individuals and processes. 
For instance, the word ‘chair’ emphasizes 
similarities, and the indexed ‘chair,,’ ‘chairs, 
etc., makes us conscious of similarities and, 
through indexes, of differences. That con- 
sciousness of differences and thereby of indi- 
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viduality, stimulates the cortex to its proper 
differentiating function, permitting its in- 
tegrative effect. More than that, the natural 
function of the cortex is ta delay the reac- 
tion. If we orient ourselves in terms of 
‘chair,,’ ‘chairz,’ etc., we automatically intro- 
duce a delayed reaction, with all the bene- 
ficial consequences. 

A typical example may illustrate the proc- 
ess of extensionalization through the use 
of devices and how results are accomplished. 
In many cases ‘hate’ seems to be the pre- 
dominant reaction, usually resulting from 
some childhood experience. Some persons 
are so overwhelmed by hate that they have 
no affective energy left for positive feelings, 
and together with other symptoms the pic- 
ture may resemble strikingly ‘dementia pre- 
cox’ cases. I must stress here that the 
amount of affective energy in a given indi- 
vidual is finite and limited. If this energy is 
spent on hating, deadness appears in positive 
manifestation. 

In most cases I know, directly or indi- 
rectly, the hate is concentrated on some 
member of the family, for example the 
‘mother.’ But ‘mother’ is a generalization, 
and so by intension the hate is generalized 
to ‘all mothers,’ which leaves the student 
lifeless, and in some cases I know, ready 
for hospitalization. 

After a seminar course in extensionaliza- 
tion we explain to the student the nature 
of the problem and train him in indexing 
in his private life, in this case allocating his 
hate. We do not tell him ‘love your mama ;’ 
just the opposite, we allocate his hate and 
encourage hate for ‘that woman who bore 
him,’ a definite individual such as Smith,. 
A very curious picture appears. The more 
he hates ‘mother,’ the worse off he is. The 
less he hates the abstraction ‘mother,’ and 
the more he hates the individual Smith,, the 
better he gets, and positive feelings toward 
other people and himself appear. 

After allocating this hate by indexing, 
even this hate is ultimately undesirable. We 
eliminate this individualized hate by using 
dates. We train the student to date the years 
of his life, the ‘mother’ and date their rela- 
tionship. Thus, obviously, if the student 
began to hate his ‘mother’ (Smith,!*°) 
twenty years ago, both the student and the 


‘mother’ were then entirely different persons, 
and their relationship was also entirely differ- 
ent. It is poor evaluation to generalize, and 
project the hate of twenty years ago on to- 
day’s changed conditions. (Smith,?®*° is not 
Smith,’**°). By this procedure, which is a 
comparatively short one, even this individu- 
alized hate disappears. The adjustment of 
the student toward himself, the world and 
even ‘mother’ becomes as a rule quite good. 
From experience it appears that allocating 
the hate through indexing is a longer and 
more laborious process than eliminating the 
allocated hate through dating. This single 
example illustrates a general method which 
can be applied to a great many life situations, 
particularly those involving fears, inferiority 
feelings, frustration, etc., because identifica- 
tions are so general and at the bottom of 
most maladjustments. 

These methods apply also to a long list of 
disturbances known to have a semantogenic 
and therefore neuro-semantic and neuro- 
linguistic origin, such as some heart, diges- 
tive, respiratory or ‘sex’ disorders, chronic 
joint diseases, arthritis, dental caries, mi- 
graines, some skin diseases, alcoholism. Such 
applications are verified by the experiences 
of my co-workers, physicians (mostly psy- 
chiatrists), educators, and my own. 


Group APPLICATIONS 


I must stress that general semantics is not 
a medical science; we are not directly in- 
terested in the health, as such, of the stu- 
dents. Medical men may have difficulties in 
understanding the non-medical procedure in 
our dealing with students, which is briefly as 
follows: students have to study the induc- 
tive text book Science and Sanity and even- 
tually attend a deductive seminar of about 
twenty-five hours, which is followed by one 
or more hours of personal interviews in 
which the student is shown the application 
of extensional methods to his personal prob- 
lems to eliminate harmful semantogenic fac- 
tors in his life. 

In the seminars, as well as in private con- 
ferences, I show all I possibly can to the eye, 
using diagrams on a blackboard, symbolizing 
issues by the use of actual objects and using 
gestures. I find this method very effective 
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as it involves thalamic factors and the kines- 
thetic sense. 

The passive, listening, ‘father-confessor’ 
method is no doubt effective in some cases, 
but it is a very slow and expensive process. 
As general semantics is educational, and 
re-educational, we lecture on sanity and 
methods of sanity, with a rather high per- 
centage of beneficial results, in a compara- 
tively short time. The psychosomatic results 
are really unpredictable and vary greatly. 
The mechanisms of these beneficial results 
are very complex, and as yet not fully un- 
derstood. For instance, some students have 
nervous tics. As a rule, in the middle of the 
seminar course, without ever mentioning 
those tics, with the acquiring of nervous bal- 
ance, they disappear. 

Although general semantics is not a medi- 
cal science, it has been a help to psychiatrists 
in dealing with patients. I refer, of course, 
to psychiatrists who have gone through train- 
ing in general semantics. General practi- 
tioners have also found general semantics 
very helpful. The training in map-terri- 
tory, language-fact relationships, the con- 
sciousness of abstracting, the non-aristotelian 
premises, the use of extensional devices al- 
ready outlined, give to the students active 
methods to cope with their own problems. 

It is suggested that the psychotherapy of 
any school, if at all successful, does nothing 
but extensionalize the patients by bringing 
them in closer contact with ‘facts’ and ‘re- 
alities’; and this is done by individual pri- 
vate methods through the insight or in- 
genuity of the physician. Such particular 
methods may help patients here and there, 
but they cannot have general educational, 
re-educational and preventive value, which 
is the main aim of general semantics with 
its extensional methods. With the prin- 
ciples outlined in this paper, indicating un- 
recognized neuro-semantic and neuro-lingu- 
istic mechanisms, psychotherapeutic treat- 
ment would be more effective, shortened and 
therefore less expensive. 


PREVENTIVE PSYCHIATRY AND SOCIAL 
IMPLICATIONS 


Present day scientific researches and world 
developments show that the old aristotelian 
era is dying. The terrors and horrors we are 
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witnessing in the East and the West are the 
death-bed agonies of that passing era. In 
passing eras, as history shows, the sufferings 
of mankind are acute, and generations to 
come have to pay the price in health and 
wealth. What interests us in general se- 
mantics most is the new methods of destruc- 
tion of sanity and civilization, methods based 
on the ‘war of nerves’ and verbal distortion 
introduced by sick Hitler and his sick as- 
sociates, and aped by humanly ignorant 
Mussolinis, Stalins and Mikados, who are 
fascinated by the success of the pathological 
performances of verbal distortion imposed 
upon the world. 

We should notice the fundamental differ- 
ence between propaganda, lying, trickery, de- 
ceit, etc., which may be ‘dishonest,’ and 
pathological verbal distortion, which may be 
‘honest’ as far as the patient is concerned. 
For instance, a paranoiac may believe ‘hon- 
estly’ that he is persecuted, and ultimately 
kill to ‘defend’ himself. Unfortunately only 
psychiatrists, familiar with verbal distortions 
of patients in hospitals, can fully understand 
this difference. 

Another example of the pathological use 
of language which Hitler and his associates 
have introduced, is the complete disregard 
of language as language, and the role of 
language in human civilization. Like other 
‘mentally’ ill persons they make promises 
and treaties today which are broken to- 
morrow. Like others ‘mentally’ ill, they 
can rationalize their actions by verbal dis- 
tortions. Any one who studies hospitalized 
mental patients and their writings, or who 
will study carefully Mein Kampf and the 
speeches of various Nazis(21), cannot miss 
the points made here. 

We should not minimize this sick use of 
language. Human intercourse and civiliza- 
tion under such verbal conditions are pro- 
foundly harmed. The disregard of the map- 
territory relationship and/or deliberate dis- 
tortion of it, abolishes predictability, proper 
evaluation, and so breeds fears and anxieties. 
Today the unthinking masses are having 
their neuro-semantic and neuro-linguistic 
mechanisms trained in such pathological re- 
actions, and their recovery will be difficult. 
If a Hitler and some of his associates were 
not in power and protected, they most prob- 
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ably would be confined. Those trained under 
such leadership, without protection, in many 
instances are bound to break down, as their 
orientations are based on false knowledge. 

When a new weapon like the magnetic 
mine appears, it becomes a problem for ex- 
perts in physics and engineering. How about 
a ‘war of nerves,’ a ‘war of verbal distor- 
tion,’ a ‘war of linguistic pathology’? How 
is it possible for ignorant, and therefore 
fearful, politicians to deal with such prob- 
lems without relegating the solution to ex- 
perts in such fields as neuro-psychiatry, 
anthropology and general semantics? The 
problems of human beings are much more 
complex than any magnetic mine ever was or 
will be. Yet politicians have never had wis- 
dom and honesty enough, or perhaps knowl- 
edge enough, to know that human problems 
are self-reflexive and therefore beyond their 
ken at present. 

If the governments of the world had em- 
ployed such a group of experts years ago, as 
a part of their duties they would have 
studied Mein Kampf, which politicians did 
not read or understand. Evaluating the 
tragic situation, they would have reported 
years ago Officially that a sick man is get- 
ting into power, and could have predicted 
the consequences. With that enlightenment, 
those in power could have met the situation 
more intelligently, and thus avoided the un- 
believable blunders such as appeasements. 
More than that: If such an inevitable di- 
agnosis by government experts had been 
officially published, even the people under 
“mentally” sick rulers would have refused to 
follow their leadership. The world is learn- 
ing its lesson too late. 

The conditions of the world are such to- 
day that private enterprises, professional 
opinions of scientific societies, or even in- 
ternational congresses are ineffective. Only 
governmental interest and backing can or- 
ganize and enforce a serious movement for 
sanity, the more so that scientists and edu- 
cators do not have the necessary time, 
money, authority or even initiative to carry 
forward a concerted plan. 

What psychiatrists as a professional body 
can do is to urge by all means available, such 
as scientific papers, popular lectures and 
articles, that the governments should offi- 


cially employ experts in neuropsychiatry, 
anthropology and general semantics to guide 
mankind toward sanity. That this has not 
been advanced or done before seems in- 
credible, but at present it is unavoidable if 
sanity is to be restored or saved. The health 
of the neuro-semantic and neuro-linguistic 
human mechanisms is more important and 
difficult to take care of than any other branch 
of human endeavor. 

As in general semantics we are concerned 
with the sanity of the race, including meth- 
ods of prevention, I strongly appeal to psy- 
chiatrists as specialists in ‘mental’ illness, 
and therefore uniquely competent, to co- 
operate as a profession in such a gigantic 
task of post-war educational reconstruction 
to save for civilization whatever there is 
left to save, and to build from the ruins of 
a dying era a new and saner society. 


NOTES 


In the following references the italic numbers 
refer to the numbers of the literature in the 
bibliography : 


(1) 28: p. 1349; 25: p. 31; 26: p. 1; 27: pp. 147, 
358-60, 533-6, 553. 

(3) 30. 

(4) 27: pp. 147, 516, 534-6. 
(5) 27: pp. 644, 649 ff., 659 ff., 669 ff., 678. 

(6) 26: pp. 14-6, 19, 22-4, 28; 21: p. 33; 22: 
Pp. 3-4; 27: See Science and Sanity index. 

(7) 21: pp. 32-3; 22: p. 3; 25: pp. 20-34, 38; 
27: pp. 31, 204-5, 406 ff., 440 f., 448, 456 f., 466 ff., 
488, 517 f., 532, 539. 

(8) 2%: p. 32; 22: p. 63 2s: 
pp. 16-7; 27: See index. 

(9) 25: pp. 30-1; 26: pp. 5-6, 8-9, 12-5, 19-20; 
27: Chap. XXI, pp. 512-3; 34. 

(10) 27: p. 33; 27: pp. 58, 323, 739, 751. 

(11) 22: pp. 33-4; 26: pp. 7-8, 11-4, 17-21, 23-6; 
27: See index. 

(12) 25: p. 30; 27: p. 128. 

(13) 27: p. 33; 27: pp. 428 ff., 737 ff., 753. 

(14) 26: p. 7; 25: p. 34; 27: See index. 

(15) 12: pp. 89, 105. 

(16) 26: pp. 1-3, 8, 24; 27: pp. 34-6; 22: p. 6; 
25: p. 35; 27: See index. 

(18) 27: See index. 

(19) 27: See index. 

(20) 26: p. 20; 27: See index. 

(21) 19: 32: 33: 34: 35. 
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AMPHETAMINE (BENZEDRINE) SULFATE AS A CORRECTIVE 
FOR THE DEPRESSION OF SEDATIVE MEDICATION 
IN EPILEPSY * 


By LEON J. ROBINSON, M.D., Parmer, Mass. 


In the treatment of epilepsy, the effective 
anti-convulsant daily dose of sedative drugs 
is often limited by the undesirable depres- 
sion they cause. To combat the hypnotic and 
ataxic effects of phenobarbital medication, 
Cohen and Myerson effectively used amphet- 
amine (benzedrine) sulfate in 19 patients 
(1) (2). Ina similar manner Robinson and 
Osgood (3) have used it to offset pheno- 
barbital sedation. The present communica- 
tion records the results in the use of am- 
phetamine (benzedrine) sulfate* in coun- 
teracting such untoward effects in 58 epi- 
leptic patients. 

In attempting to reduce epileptic seizures 
to a minimum, 150 epileptic patients were 
given gradually increasing doses of anti- 
convulsant medication until either the maxi- 
mal anti-convulsant result was obtained, or 
toxic manifestations prevented further in- 
crease of dosage. Of the 150 patients so 
treated 58 developed toxic signs or symp- 
toms for which amphetamine (benzedrine) 
sulfate was administered. The anti-convul- 
sant drugs used were phenobarbital, usually 
alone, phenobarbital along with sodium di- 
phenyl hydantoinate (dilantin sodium), and 
mebaral. As was anticipated, the sedative 
drugs (phenobarbital and mebaral) pro- 
duced the symptoms of depression which 
amphetamine (benzedrine) sulfate might be 
expected to counteract. On the other hand, 
a non-sedative anti-convulsant such as dilan- 
tin sodium rarely produces such findings as 
Merritt and Putnam (4), Robinson and 
Osgood (3) and others have pointed out. 
This accounts for the fact that of the 58 
patients requiring amphetamine (benze- 
drine) sulfate the largest number (52) were 
receiving phenobarbital, and that of the 
patients on dilantin sodium, depressive phe- 
nomena occurred in the five who were at 
the same time receiving phenobarbital. 


1 From the Monson State Hospital, Palmer, Mass. 
2 Supplied in part through the courtesy of Smith, 
Kline and French Co., Philadelphia. 


THE PATIENTS 


Among the 58 epileptic patients receiv- 
ing amphetamine sulfate, 25 were female 
and 33 were male. The ages ranged between 
5 and 55 years, the majority being between 
10-30 years. In 46 the epilepsy was diag- 
nosed as idiopathic, in 12 as symptomatic, 
(of agenesis in 9, of birth injury in 2 and of 
encephalitis in 1). 

The intelligence quotient was under 25 
in 9 patients ; between 25 and 50 in 26; be- 


tween 51 and 70 in 20; between 71 and 
8o in 3. 


Tue ANTI-CONVULSANT MEDICATION 


Prior to increasing anti-convulsant medi- 
cation the previous daily dose of phenobar- 
bital varied from } to 3 grains, except for 
Q patients who had received no previous 
anti-convulsant medication. Among these 9 
patients the tolerance and intolerance to anti- 
convulsant medication did not differ from 
those who had previously been accustomed 
to small doses of such medication. 

In this series of 58 patients, 52 received 
phenobarbital alone, 1 mebaral alone and 5 
combined phenobarbital and dilantin sodium. 

The maximal daily tolerated dose of 
phenobarbital varied between 14 and 10} 
grains. Because of the small number of 
patients on other medication no statistical 
value can be given to the maximal dosages, 
(mebaral 15 grains, I patient; combined 
phenobarbital 1-2 grains with dilantin so- 
dium 3-44 grains, 5 patients). The time on 
the maximal daily tolerated anti-convulsant 
dose varied from 10 days to 19 months. The 
toxic daily dose of phenobarbital ranged 
between 2} and 12 grains. 

The time of appearance of toxic signs re- 
sulting from raising the maximal daily tol- 
erated dose of phenobarbital to the toxic 
dose varied between 2 days and 6 months, 
(usually 3 or less weeks). The margin be- 
tween the maximal tolerated dose and the 


ais 


| | 


216 AMPHETAMINE SULFATE AS A CORRECTIVE IN EPILEPSY 


toxic dose varied considerably from 4 to 4} 
grains. In 13 patients (nine on phenobar- 
bital, and 4 on combined phenobarbital and 
dilantin sodium) the maximal daily toler- 
ated dose, although unchanged, became 
toxic to the patient in 15 days to 6 months. 
In two cases, after 10 and 12 months re- 
spectively, the maximal tolerated dose 
(phenobarbital 8}, and 10} grains respec- 
tively) not only became toxic but even a 
reduced dosage (73 grains) was thereafter 
toxic. 

A list was made of all the observed signs 
and symptoms produced by the toxic dose 
of the anti-convulsant drug. These com- 
prised, in the order of frequency, drowsi- 
ness (the most frequent and earliest toxic 
manifestation), ataxia in addition to the 
drowsiness, irritability, aggressiveness, ano- 
rexia, vertigo, nystagmus and tremor. Vari- 
ous combinations of these findings may be 
present. The low intelligence quotient of 
many patients hindered the discovery of all 
toxic phenomena in each case. 

Drowsiness occurred in 98 per cent of 
the patients on large doses of phenobarbital 
alone (51 of 52 patients) ; ataxia, as well as 
the drowsiness already recorded was found 
in 23 per cent of patients on phenobarbital 
alore (12 of 52 patients), and in 1 of 5 
patients on a combination of phenobarbital 
and dilantin sodium; irritability, (in all but 
one case of 14, accompanying the drowsi- 
ness), occurred in 26 per cent of patients on 
phenobarbital alone (14 of 52) and in I of 
5 patients on combined phenobarbital and 
dilantin sodium; aggressiveness as well as 
drowsiness in 5 of 52 patients on phenobar- 
bital alone, and in 1 of 5 patients on com- 
bined phenobarbital and dilantin sodium. 
The incidence of the other manifestations 
did not lend themselves to statistical analysis 
in this series. 


RATIONALE FOR THE USE oF AMPHETAMINE 
(BENZEDRINE) SULFATE 


That amphetamine (benzedrine) sulfate 
acts as a stimulant on the higher centers of 
the nervous system has been frequently at- 
tested. It successfully combats the som- 
nolence of narcolepsy (5, 6), the fatigued 
state of normals (7), psychoneurotic and 
mildly depressed persons (7, 8), and. the 


depression of alcoholics (9). In treating 
phenobarbital sedation it has been success- 
fully used by Cohen and Myerson (2) and 
Robinson and Osgood (3). In the series of 
Ig cases reported by Cohen and Myerson 
(I, 2), it was effective in overcoming the 
drowsiness and ataxia caused by phenobar- 
bital. The present series comprises 58 epi- 
leptic persons for whom amphetamine 
(benzedrine) sulfate was administered to 
oppose the untoward effects of anti-convul- 
sant therapy. 


RESULTS OF AMPHETAMINE ( BENZEDRINE) 
SULFATE IN COMBATING THE UN- 
TOWARD EFFECTS OF ANTI-CONVUL- 
SANT THERAPY 


The daily dose of amphetamine (benze- 
drine) sulfate ranged between 5 and 30 
milligrams and was given orally. The toxic 
signs and symptoms produced by therapy 
for seizures and which were most effectively 
counteracted by amphetamine sulfate can 
be conveniently grouped in the order of 
their ready correction as follows: 

Amphetamine sulfate counteracted the 
drowsiness in 39 (64.2 per cent) of 56 
patients having this toxic manifestation, and 
did not alter the drowsiness in 17 patients 
(35.8 per cent). Along with the drowsi- 
ness, amphetamine sulfate combated the 
ataxia in 3 of 13 patients. It counteracted 
the irritability in 3 of 15 patients having 
this toxic symptom as well as the drowsi- 
ness. 

As a rule amphetamine (benzedrine) sul- 
fate did not combat any symptom indepen- 
dently of its correction of the accompany- 
ing drowsiness. It did not usually correct 
aggressiveness. In one case the toxic dose 
of anti-convulsant medication (phenobarbi- 
tal) was discontinued before it was possible 
to determine whether amphetamine (benze- 
drine) sulfate was effective in offsetting the 
toxicity. 


LENGTH OF TIME AMPHETAMINE (BENZE- 
DRINE) SULFATE WAS NECESSARY TO 
CounTEeRACT Toxic MANIFESTATIONS 


With maintenance of satisfactory anti- 
convulsant therapy, administration of am- 
phetamine (benzedrine) sulfate was con- 
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stantly necessary, where successful in off- 
setting toxic manifestations, in 16 patients 
on phenobarbital therapy, in 1 on combined 
phenobarbital and dilantin sodium and in the 
1 on mebaral. 

Amphetamine (benzedrine) sulfate was 
necessary only temporarily (7 days to 2 
months) to offset the toxicity of phenobar- 
bital in 19 patients on phenobarbital, and 
in 2 patients on combined phenobarbital and 
dilantin sodium. After this time ampheta- 
mine sulfate could be withdrawn completely 
without changing the anti-convulsant dosage 
and without toxic manifestations recurring. 
It became apparent, therefore, that in some 
patients who slowly acquire a tolerance to 
large doses of phenobarbital, amphetamine 
(benzedrine) sulfate was useful in overcom- 
ing toxic symptoms until this tolerance be- 
came established, whereupon the ampheta- 
mine sulfate could be withdrawn. In other 
patients, toxic phenomena reappeared un- 
less the amphetamine sulfate was continued 
as long as the phenobarbital medication was 
not reduced. In no case did amphetamine 
(benzedrine) sulfate alter the seizure inci- 
dence. What amphetamine (benzedrine) 
sulfate, did do, was to make it possible in 
many cases to reduce seizures by giving ade- 
quate anti-convulsant medication without 
toxic manifestations forcing discontinuance. 

Amphetamine (benzedrine) sulfate coun- 
teracted the toxic effects of anti-convulsant 
medication in 18 of 20 epileptic patients 
whose seizure incidence was markedly re- 
duced; in 13 of 20 whose seizure incidence 
was moderately reduced ; in 3 of 4 meagerly 
benefited, and in 5 of 14 not improved in 
regard to incidence of seizures. 


CoMMENT 


This is not an indictment against pheno- 
barbital or sedative anti-convulsant medica- 
tion. The high incidence of toxicity parallels 
the dosages higher than those previously 
used. When indicated such dosages are 
justifiable and have been advocated before 
(3) (10) (11). 

There was no way of predicting which 
patient might be intolerant to a given dose 
of anti-convulsant medication. Doses large 
enough to decrease seizures effectively can 


usually be taken without untoward effects, 
provided the increases in medication are 
made gradually. With regard to phenobar- 
bital it was found that an increment of 4-14 
grains in the total daily dose, made at 3 
week intervals, tended to prevent over- 
dosage. The three week interval can be 
utilized because a given toxic dosage was 
generally followed by toxic manifestations 
within this time or earlier. No hard and 
fast rule applies, and to discover and correct 
undue toxicity it is necessary, at weekly in- 
tervals, to question the patient, his atten- 
danis or relatives as to the presence of drow- 
siness, vertigo, anorexia, irritability and ag- 
gressiveness ; and to examine the patient for 
evidence of ataxia, tremor, nystagmus and 
excessive sedation. 

Although reduction of phenobarbital anti- 
convulsant medication will abolish evidence 
of toxicity, it often will also cause a return 
of increased seizures. In such cases it is 
justifiable to continue the higher dosages 
provided the toxic manifestations can be 
offset by some means, such as amphetamine 
(benzedrine) sulfate. 

A precaution should be mentioned against 
relying on an incompetent patient to take 
his medication as prescribed. Omission of 
the usual large doses of anti-convulsant 
medication is prone to be followed by status 
epilepticus. 


CONCLUSION 


Amphetamine (benzedrine) sulfate, (5-30 
mgm.) was given to 58 epileptic patients 
with toxic manifestations as a result of 
increased anti-convulsant medication, the 
latter consisting mainly or in part of pheno- 
barbital in all but one case, (receiving 
mebaral alone). 

The toxic effects of the anti-convulsant 
medication consisted of drowsiness, ataxia, 
irritability, aggressiveness, anorexia, vertigo, 
nystagmus and tremor. 

Amphetamine (benzedrine) sulfate was 
notably of value in combating the drowsi- 
ness (64.2 per cent of cases); and secon- 
darily of value in relieving ataxia, irritability, 
aggressiveness and anorexia, associated with 
the drowsiness. 

Amphetamine was effective in 39 cases, 
ineffective in 18 cases. When effective, 
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amphetamine was constantly necessary in 18 
patients, and only temporarily necessary (7 
days to 2 months) in 21 patients. 

In itself, amphetamine (benzedrine) sul- 
fate did not affect the incidence of epileptic 
seizures. 

By counteracting toxic effects ampheta- 
mine (benzedrine) sulfate made it possible, 
in many cases, to reduce seizures by giving 
adequate anti-convulsant medication, and in 
this respect proved of appreciable impor- 
tance as an adjunct in the therapy of 
epilepsy. 
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THE PHYSIOLOGICAL CONCEPTION AND TREATMENT OF CERTAIN 
COMMON “PSYCHONEUROSES” 


By EDMUND JACOBSON, Pu.D., M.D., F.A.C.P. 
Laboratory for Clinical Physiology, Chicago 


Psychiatrists and psychologists have given 
much attention to the so-called “psycho- 
neuroses,” but physiologists have neglected 
them as not coming within their field. In 
consequence, even the terminology in these 
conditions is almost exclusively psychiatric 
or psychoanalytic in form. Figurative terms, 
such as “conflicts” and “escape,” are ac- 
cepted as standard with little realization that 
they are neither precise nor scientific. How- 
ever, many will agree that as knowledge 
progresses, we can expect the “psycho- 
neuroses,” like other disorders, to become 
understood and described in terms of physi- 
ology and anatomy even if they also have 
significant psychological aspects. In _ that 
event, whether “psychoneuroses”’ are in their 
very nature wholly “psychogenic” will need 
to be re-examined. Possibly, in view of what 
we now know concerning the electrophysi- 
ology of mental activities,” the term “‘psycho- 
genic” is no longer warranted in scientific 
usage. Evidence has been accumulating 
which favors a change from the figurative 
and poetic to more precise and descriptive 
terms. 

It is generally admitted that the disorders 
comprehended under the caption “psycho- 
neuroses” are of various types. Some of 


1 Presented at the Mid-Western Psychological 
Association in Chicago, May 3, 1940. 

2 Jacobson, E.: Electrical measurements of 
neuromuscular states during mental activities, I. 
Imagination of movement involving skeletal muscle. 
Am. J. Physiol., 91: 567-608 (Jan.) 1930. II. Im- 
agination and recollection of various muscular acts. 
Ibid., 94: 22-34 (July) 10930. III. Visual imagina- 
tion and recollection. Ibid., 95: 6094-702 (Dec.) 
1930. IV. Evidence of contraction ot specific 
muscles during imagination. Ibid. 95: 703-712 
(Dec.) 1930. V. Variation of specific muscles dur- 
ing imagination. Ibid., 96: 115-121 (Jan.) 1931. 
VI. A note on mental activities concerning an ampu- 
tated limb. Ibid., 96: 122-125 (Jan.) 1931. VII. 
Imagination, recollection and abstract thinking in- 
volving the speech musculature. Ibid., 97 : 200-209 
(Apr.) 1931. Electrophysiology of mental activities. 
Am. J. Psychol., 44: 677-694 (Oct.) 1932. 


these types, particularly hysterical anesthesia 
and paralysis, have not yet been approached 
with physiological methods and can not be 
included in the present discussion. In addi- 
tion, sexual inversions and perversions, alco- 
holic and drug addictions are excluded, for 
want of sufficient data. Obviously the psy- 
choses, including schizophrenia and paranoia, 
are also not to be considered. There remain 
other common disorders which will be illus- 
trated in the case histories. They include 
a wide variety of complaints often attributed 
by the patient to various peripheral organs 
but by the doctor to the nervous system and 
the “mind.” Laboratory studies of peripheral 
states may eventually bring the doctor to 
more frequent agreement with the patient’s 
belief that something is wrong in the 
peripheral part where he feels it, and not 
solely in his nervous system or in his 
“mind.” * The results from many investi- 
gations suggest that any term selected to re- 
place “psychoneurotic” should not apply ex- 
clusively to the nervous system nor to the 
“psyche” but to various other loci as well, 
including particularly the digestive and the 
cardiovascular systems. 

Without doubt, the familiar adjectives, 
“neurasthenic” and “psychasthenic,” “neu- 
rotic” and “psychoneurotic” are convenient 
labels intrenched in common usage. Histori- 
cally, they reflect theories in which earlier 
psychology, psychiatry and general clinical 
experience have been intermingled. In view 
of recent advances, it now seems appropriate 
to recommend that the terms above men- 
tioned be exchanged for others which are 
on a more descriptive but less theoretical 
level. 

Accordingly, a series of articles of which 
this is the first will be presented, leading 
to the view that there is a determinable 


8 Jacobson, E.: Progressive relaxation, rev. ed. 
Univ. of Chicago Press, Chapter XIX, 360-364, 301, 
1938. 
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physiology of “neurosis” and that we already 
know enough about the subject to attribute 
a certain definition to the field. Data both 
from laboratory and from clinical sources 
will be considered, summarizing observations 
over a twenty year period. The conclusion 
has seemed inescapable that most of the dis- 
orders under discussion commonly called 
“neurotic” or “psychoneurotic” are—in 
physiological terms—forms and effects of 
neuromuscular hypertension complicated by 
pathological habit formation. Foundation 
for this view is afforded not only by the 
present investigations but also by much that 
has been established concerning habit forma- 
tion, as set forth in the vast literature on 
that subject in human and comparative psy- 
chology and on conditioned reflexes in physi- 
ology.* Among the latter are the demonstra- 
tions of pathological habit formation in 
sheep, rats and other mammals.®° A _ con- 
sideration of the data presented by many 
investigators apparently justifies the interpre- 
tation that during and after the induction 
of such habits the animals mentioned display 
typical symptoms and signs of what we know 
as neuromuscular hypertension. We are not 
here concerned with the question whether 
the symptoms developed in animals represent 
a true “neurosis.” 

A brief review of certain recent develop- 
ments may help to set forth the foundation 
for the present position. It has become con- 
veniently possible to measure in electrical 
terms active states in skeletal muscle as well 
as in peripheral nerves in man.° These 


4 Pavlov, I. P.: Lectures on conditioned reflexes 
(Trans. W. Horsley Gantt). International Pub- 
lishers, N. Y., 1928. Conditioned reflexes (Trans. 
G. V. Anrep). Oxford University Press, London, 
1927. 

5 Anderson, O. D., and Liddell, H. S.: Observa- 
tions on experimental neurosis in sheep. Arch. 
Neurol. and Psychiat., 34: 330-354 (Aug.) 1035. 
Effect of extract of adrenal cortex on experimental 
neurosis in sheep. Ibid., 34: 973-903 (Nov.) 1035. 
Cook, S. W.: A survey of methods to produce 
“experimental neurosis.” Am. J. Psychiat., 95: 
1259-1276 (May) 1939. Dworkin, S.: Conditioning 
neuroses in dog and cat. Psychosom. Med., 1: 3, 
388-396 (July) 19309. 

6 Jacobson, E.: Electrical measurements concern- 
ing muscular contraction (tonus) and the cultiva- 
tion of relaxation in man. Studies on arm flexors. 
Am. J. Physiol., 107: 230-248 (Jan.) 1934. Elec- 
trical measurements concerning muscular contrac- 
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measurements disclose that when individuals 
are in a state of “nervous excitement,” ac- 
tion-potentials run high in voltage and fre- 
quency as a rule in almost any neuromuscular 
region tested. No shocks or other test stimuli 
need be employed by the examiner to induce 
these high voltages; if the patient is in the 
state mentioned, they are present even if 
he lies down to rest. 
“nervous 


Chronic states of 
include not alone 
those with manifest external symptoms but 
also many where the unaided eye of the 
physician may fail to discern gross signs. 


excitement” 


In such instances electrical measurements 
may reveal a more or less maintained or a 
recurrent state of increased neuromuscular 
activity. If this is characteristic in states 
formerly called “psychoneuroses” or “neu- 
roses,’ it would seem preferable, at least 
from the physiological viewpoint, to employ 
the term “neuromuscular hypertension”? or 
“nervous hypertension.” By nervous hyper- 
tension (in this connection) is meant the 
relatively neglected physiological component 
of the psychophysical activities which consti- 
tute the so-called “psychoneuroses.” 
sure, this 
nervous 


To be 
the entire 
including neuromuscular 
elements. It seems safe to assume that any 


component involves 


system, 


which 
neglects significant aspects, whether psycho- 
logical or physiological, will need correspond- 
ing supplementation and revision. If we here 
emphasize the physiological viewpoint, and 
particularly the peripheral phenomena, this 
is not to say that the many observations of 
the psychiatrist, arising from a vast experi- 
ence, are to be disparaged or discarded; on 
the contrary, insofar as they are observations 
and not merely one-sided theories, they will 
need to be brought into an orderly system 
of knowledge which necessarily includes the 
underlying physiological principles.* As 


theory concerning “psychoneuroses” 


tion (tonus) and the cultivation of relaxation in 
man. Relaxation-times of individuals. Ibid., 108: 
573-580 (June) 1934. The course of relaxation in 
muscles of athletes. Am. J. Psychol., 48: 98-108 
(Jan.) 1936. 

7 Jacobson, E.: Progressive relaxation, rev. ed. 
Univ. of Chicago Press, Chapters 2 and 3, 6-27, 
1938. 

8 Jacobson, E.: The use of experimental psy- 
chology in the practice of medicine. J. A. M. A, 
77 : 342-347 (July) 1921. 
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electrocardiography is now deemed essential 
in the study of heart disease, so the electrical 
measurement of muscular and nervous states 
in man must take a basic position if neuro- 
psychiatry is to advance. In these electrical 
measurements, the methods of photographic 
and other graphic recording but also the re- 
cently developed neurovoltmeter and inte- 
grating neurovoltmeter have their places.° 
In addition to the skeletal system, neuro- 
muscular hypertension may involve muscular 
portions or the whole of the alimentary tract, 
producing symptoms of spastic. esophagus, 
spastic or irritable colon or gastric symptoms, 
in effect as described previously.*° Many 
of the symptoms in “‘psychoneurotics” can 
readily be traced to these sources. At the 
same time, the cardiovascular system may be 
the seat or the chief seat of somatic symp- 
toms; dizziness, faintness, rapid pulse or 
slow “vagotonic” pulse may be conspicuous, 
while extra-systoles or other cardiac ar- 
rythmias may be in evidence.** In some 
instances, the urinogenital system plays an 
important part, with frequent urination or 
other disturbance. The uterus may be a 
locus of overactivity.12 Any other visceral 
system or organ may evince the hypertensive 
symptoms. As a result of overaction of 


® Jacobson, E.: The neurovoltmeter. Am. J. Psy- 
chol., 52: 620-624 (Oct.) 1939. An integrating volt- 
meter for the study of nerve and muscle potentials. 
Rev. Sci. Instr., 11:415-418 (Dec.) 1940. The 
direct measurement of nervous and muscular states 
with the integrating neurovoltmeter (action-po- 
tential integrator). Am. J. Psychiat., 97: 513-523 
(Nov.) 1940. 

10 Jacobson, E.: Voluntary relaxation of the 
esophagus. Am. J. Physiol., 72: 387-304 (May) 
1925. Spastic esophagus and mucous colitis, Arch. 
Int. Med., 39: 433-445 (Mar.) 1927. 

11 Jacobson, E.: Variation of blood pressure with 
skeletal muscle tension and relaxation. Ann. Int. 
Med., 12: 1194-1212 (Feb.) 10939. Variation of 
blood pressure with skeletal muscle tension and re- 
laxation in man. II. The heart beat. Ann. Int. 
Med., 13: 1619-1625 (Mar.) 1940. Variation of 
blood pressure with brief voluntary muscular con- 
tractions. J. Lab. and Clin. Med., 25: 1029-1037 
(July) 1940. Cultivated relaxation in “essential” 
hypertension. Arch. Phys. Ther., 21: 645-654 
(Nov.) 1940. 

12 Jacobson, E., Lackner, J. E., and Simkin, 
M. B.: Electrical and mechanical activity of the 
human nonpregnant uterus. Am. J. Obst. and 
Gynec., 38: 1008-1021 (Dec.) 1939. Activity of the 
human nonpregnant uterus. Am. J. Psychol., 55: 
407-417 (July) 1940. 
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skeletal, smooth and cardiac musculature, 
sensations of fatigue, whether local or gen- 
eralized, frequently underlie the picture of 
symptoms presented by the so-called “psycho- 
neurotic.” Not to be overlooked are the 
sensations of tenseness in specific or general- 
ized muscular regions, with resultant strains 
in ligaments and joints. 

Lack of space prevents inclusion here of 
more than a brief indication of the various 
patterns of symptoms which arise from over- 
action of musculature as well as of afferent 
nerve supply in various organs in the so- 
called “psychoneuroses.” With care it can 
be concluded that hypertensive states do not 
constitute the minor but most of the major 
complaints of the commonly seen “nervous” 
patient. 

In some instances of “psychoneuroses,” 
organic pathology is discovered and pre- 
sumably (according to the carefully taken 
history) plays a role in the neuropatho- 
genesis. Accordingly, any diagnosis of the 
patient’s condition is incomplete without a 
thorough anamnesis, physical and laboratory 
examinations, as required in the practice of 
internal medicine. 


NEUROMUSCULAR RELAXATION IN 
““PSYCHONEUROSIS” 


Without attempting to compare results of 
different forms of therapy, every effort is 
made in the physiological study and treat- 
ment of “psychoneuroses” to avoid methods 
of suggestion, of psychoanalysis and of other 
forms of psychotherapy. According to evi- 
dence to be recounted, treatment of the 
“psychoneuroses” can be accomplished effec- 
tively if progressive relaxation is employed, 
provided that the patient attends and prac- 
tises as instructed. The method of cultivated 
relaxation has been described to some extent 
in previous monographs.** It is possible for 
the physician to prescribe, in addition to 
progressive relaxation, sedatives, change of 
occupation or of scene, diet, exercise, psychi- 
atric methods or other procedures. However, 
according to the author’s experience, the 
more such methods are omitted the more 


18 Jacobson, E.: Progressive relaxation, rev. ed. 
Univ. of Chicago Press, Chapters 5 and 6, 40-100, 
1938. 
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the patient is trained to rely on his own 
physiological training. A more nearly perma- 
nent favorable result would seem to come 
from the use of progressive relaxation alone 
than from mixed forms of treatment. 

It seems necessary to explain why it is 
desirable to prevent the introduction of 
measures other than cultivated relaxation 
even if these might favor the improvement 
of the patient’s condition. As a rule, he is 
requested to continue at the daily work or 
occupation in the same manner as before 
treatment. If he has smoked, used alcohol, 
tea or coffee, he is instructed to make no 
change in these habits. The instruction, 
“No change” applies to exercise or lack of 
it as well as to diet. In the event that his 
nervous state has apparently been aggra- 
vated by some person, factor or phenomenon 
in his daily work, play or home environ- 
ment, no attempt is made to alter his life 
in this respect, but he is encouraged to learn 
to relax in the face of the difficulties en- 
countered, so that he may live with them 
rather than escape from them. However, 
the physician avoids making any statement 
openly to this effect, since it is desired to 
avoid expressions that might react sugges- 
tively in a technical sense. 

In general medicine, the term “poly- 
therapy” means the employment of two or 
more remedial agents at the same time to 
accomplish the same end. Abstinence from 
polytherapy marks the foundation stone of 
scientific therapeutics. Similarly in every 
other department of biology the same under- 
lying principle has been observed (since the 
time of Mill) when investigators arrange 
the conditions of any scientific experiment. 
At best we must admit that in the field of 
therapeutics, the situations are complex and 
the chief variables hard to control or to 
determine. Too often when conclusions are 
drawn, there has been the fallacy, “post hoc, 
ergo proper hoc.” To lessen the force of 
this objection necessarily requires resolution 
and care that so far as possible one and only 
one noteworthy measure of treatment be 
introduced. 

A few patients and clinicians may argue 
that it is the result which counts, however 
achieved. Restriction to one measure alone 
may seem scientific rather than practical to 


[ Sept. 
them or may savor of prejudice. In such 
instances, it can be clearly explained that 
to discover objectively what one form of 
treatment accomplishes is of practical 
moment no less to the patient than to the 
physician. If the one form adopted is re- 
laxation and if the result attributed is favor- 
able, this will justify and incline the patient 
to continue to practise even after discharge, 
so that health may be maintained or fur- 
thered; but if the therapy has been. mixed, 
doubt will persist as to what measure was 
chiefly effective and, in consequence, the 
patient may neglect to relax even when he 
needs it most. 

Accordingly, medicinal or vitamine or 
dietetic remedies are so far as possible to 
be omitted altogether. However, if the pa- 
tieit has been chronically addicted to the 
use of sedatives, it is a part of the aim of 
relaxation treatment to render such measures 
unnecessary. Asa rule in the present studies 
the use of sedatives is continued until the 
patient himself voluntarily disposes of them 
upon coming to the point where he no longer 
needs them or believes so. 

The physiological method includes general 
as well as differential relaxation in which 
the patient is taught to recognize and to 
relax minute as well as gross tensions, con- 
stant or fleeting. Each patient who can give 
the time required is trained by the method 
of autosensory examination to observe for 
himself what takes place during mental ac- 
tivities. Specific training is required for him 
to be able to observe and to describe the 
experiences during the phobias, anxieties or 
other pathological mental processes to which 
he has become habituated. This takes time. 
During such disturbed states, he becomes 
capable of making accurate observations only 
after the attainment of considerable skill. 
According to the author’s experience, the 
ability to observe, however well cultivated, 
is not in itself effective in nullifying the 
emotional state; it fails to render the indi- 
vidual indifferent. To accomplish this end 
it is necessary to inculcate the habit of relax- 
ing the tensions which specifically character- 
ize the states which disturb him. This can 
often be effected in the previously well- 
trained patient by introducing stimuli to lead 
him to imagine matters resembling his com- 
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plaints, permitting opportunity for repeated 
observation and relaxation of specific mental 
states. Appropriate stimuli can generally be 
given in verbal form, as will be illustrated 
in the first case report. 

Having learned to observe, the patient is 
prepared to relax the tensions during these 
processes. Electrical measurements of states 
of neuromuscular tension are made before 
as well as during and after treatment, since 
they furnish objective records of progress. 
Abridged accounts of two studies will illus- 
trate various principles. 


CasE REPORTS 


CasE 1.—Nervous Hypertension with Phobias — 
In September, 1929, a successful attorney, 32 years 
old, complained that he was “burnt out, irritable 
and uneasy, as a result of overwork,” no longer 
dared to appear in court, but had fears of dizziness, 
of faintness and of jumping out of a window when 
in high places. His fears “seemed ridiculous,” since 
he had never fainted. Occasionally his head ached 
at the vertex and occiput. 

About four or five years previously, lower left 
chest pain had appeared during a difficult law-suit, 
but was relieved by belladonna plasters, only to be 
followed by other worries and fears. Often repeat- 
ing his physician’s instructions to “forget it,” he 
remained fairly comfortable until January, 1929, 
when insidiously he became troubled again. 

His previous medical history was largely nega- 
tive, excepting cystoscopy in May, 1920, followed 
by mild cystitis. He had been happily married for 
10 years. His wife, two children and both parents 
(Jewish) were well, excepting that his mother was 
somewhat rheumatic and inclined to worry. 

No noteworthy pathology was disclosed in the 
physical findings, which included negative sero- 
logical and blood chemistry tests as well as blood 
counts. The hemoglobin was 75 per cent, the color 
index 0.8 and the basal metabolism, — 12. 

Treatment by progressive relaxation alone ex- 
tended from September 7, 1929 to December 8, 1931, 
totaling 185 periods of 50 minutes duration. In addi- 
tion, he practised daily. Instruction in differential 
relaxation was begun in September, 1930, and spe- 
cifically during reading in September, 1931. He did 
not appear “suggestible,” but soon evinced marked 
skepticism and distrust. After considerable debate, 
he continued treatment doubtfully. 

Standard anatomical procedures were followed, as 
outlined previously. Limitations of space permit 
mention only of individuating features. Since fre- 
quent wrinkling and frowning were observed, while 
the eyes shifted to and fro habitually, considerable 
time was devoted to learning to relax the forehead, 
brow and eyes. Following methods previously 
standardized, he reported, like others, that during 
each interval of relaxation of the eyes, however 
brief, visual images were absent or approximately 


so. He learned to observe and to report upon 
incipient speech processes during various mental 
activities, including thinking of various words and 
sentences, multiplying numbers, and reflections, both 
concrete and abstract. 

After skill had been attained in observing during 
reflection on matters which did not disturb him 
emotionally, stimuli were selected which tended to 
perturb him. His first attempts to describe such 
experiences were unsuccessful, for he related what 
he feared or what disturbed him, but failed to recog- 
nize localities of tension and of other momentary 
experiences. With continued practise, but avoiding 
leading questions, his descriptions of sensory experi- 
ences appeared to become more definite. He was 
requested (always with closed eyelids) to “imagine 
a ball falling.” His report was that he saw the 
ball in imagination, while experiencing eye tensions 
as if to follow the ball downward. Between intervals 
of eye relaxation, he was requested to “imagine a 
pebble falling,” “to imagine a pebble falling off a 
roof,” “to imagine a pebble falling off a window sill 
in the present room.” Following each report of 
imagery and corresponding eye tensions downward, 
he was instructed, as usual, to relax any muscle 
tensions involved completely. Obviously, the medi- 
cal aim was to lead him, step by step, to recognize 
the sensory experiences present during a phobia con- 
cerning high places and to relax any tension re- 
ported. As a later step, he was requested to imagine 
jumping out of the window (in accordance with his 
phobia). Thereupon he reported seeing himself in 
imagination going toward the window, with sensa- 
tions in the eyes as if to regard his own perform- 
ance, but, in addition, sensations from tensions in 
the legs and trunk, as if in walking toward the 
window, but also other sensations in the legs and 
arms as if withdrawing. Following each report, he 
was instructed to relax the tensions involved, not 
alone those engaged in the conceived jumping, but 
also those opposing it. Evidently his efforts were 
excessive, including those of trying to avoid 
symptoms. 

Concurrently, symptomatic improvement seemed 
to appear, while the family doctor observed less 
tendency to fidget as well as a gain in weight. 

In November, 1930, notwithstanding emotional 
strain due to four deaths in the family, he stated 
that he no longer went to work each morning in 
fear and worry but was prepared to relax. In 
December, he averred that he was acquiring the 
habit of observing tensions during a phobia and of 
relaxing them. During concern, he “did not argue 
the matter out with himself but relaxed the whole 
thought-activity.” He had become “calmer in court” 
and “worked effectively and without nervous excite- 
ment as never before.” 

In December, 1931, after practise in verbal experi- 
ences including reading aloud, he was discharged. 
There was objective evidence that his phobias had 
subsided, for he now moved his office to the tower 
of a high building. Since his discharge up to date 
(February, 1941) he has continued to be free from 
symptoms ; he has also acted as a voluntary subject 
in various experimental studies. His technic, as 
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electrically measured, became excellent. An ex- 
ample, dated February 1, 1932, is presented in Fig. 
1a. The patient reclines with eyes closed following 
the request to relax. To make electrical connections, 
fine platinum wires have been inserted into the right 
biceps brachial muscle region and under the skin in 
the olecranon fossa. In the figure, electrocardio- 
grams are seen, but the vertical lines in the inter- 
vening tracing are no longer (approximately) than 
those recorded when a short-circuit exists across 
the input leads of the amplifier. (Compare Fig. 1a 
with Fig. 1b, the control short-circuit test.) Action- 
potentials are absent, denoting that muscular relax- 
ation is approximately perfect. 

Photographic records in November, 1932 illus- 
trate measurements of his nervous state following 
the death of his father which for a time tended to 
disturb him emotionally. In Figs. 2a and 3, one 
electrode is in the right ulnar nerve, as shown by 
appropriate tests,!4 while the other is under the skin 


14 Jacobson, E.: Measurement of the action- 
potentials in the peripheral nerves of man without 
anesthetic. Proc. Soc. Exp. Biol. and Med., 30: 713- 
715, 1933. 
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under the coronoid process. The approximately 
vertical lines in Fig. 2a are generally longer than 
those in Fig. 2b, the short-circuit control test. 
Evidently, although conditions are like those for 
Fig. 1a, there is failure to relax as nearly completely 
in the region tested. However, the action-potentials 
mount excessively at moments when he mentions or 
merely reflects on symptoms shown by his deceased 
father (Fig. 3). This increase is not due to his 
speaking, since control tests made during the same 
hour when speaking about other matters showed 
little or no increase. Following the increase men- 
tioned, he was requested to relax again and over a 
period of several minutes was successful, as indi- 
cated by a corresponding (fairly progressive) de- 
cline of action-potentials. 

In November, 1933, he stated that he practised 
general relaxation for about 45 to 90 minutes daily 
after dinner, often sleeping, and practised differ- 
ential relaxation frequently. If tense at night, he 
relaxed the localities involved. Uneasiness, dizzi- 
ness, fears and headache had disappeared. He was 
no longer irritable but relaxed when matters became 
dificult. Not alone had he passed through a 
“nervous breakdown” without missing time from 


EXPLANATION OF PLATE 8 


Fic. 1A.—Case 1. Photographic recording (Feb- 
ruary I, 1932) of action-potentials in the right 
biceps-brachial muscle group while patient reclines 
with eyes closed. They are of approximately zero 
value, as shown in the intervals between the regu- 
larly recurrent electrocardiograms, upon comparison 
with Fig. 1b. The instrument is set at high voltage 
sensitivity, as in Fig. 2c. 

Vertical time lines in right lower corner indicate 
0.2 second intervals.” The opaque region separating 
the left from the right sections of this figure is due 
to regular automatic stoppage of the film for an 
interval of approximately 18 seconds. (Similar time 
lines or opaque regions will be seen in certain of the 
subsequent figures. ) 

Fic. 18.—Control test secured when no action- 
potentials are recorded, but the input terminals of 
the amplifier are short-circuited. The string vibra- 
tions show little difference in amplitude from those 
in the intervals between the electrocardiograms in 
Fig. 1a. 

Fic. 2A.—Photographic record secured November 
20, 1932. One wire electrode is in the right ulnar 
nerve, while the other is under the skin near-by. 
The nerve fails to show complete relaxation on this 
occasion, following his father’s death, in contrast 
with results on other more favorable occasions. 
Action-potentials shown in Fig. 2a markedly exceed 
those noted in the short-circuit test, Fig. 2b. 

Fic. 28.—Short-circuit test, secured when the in- 
put terminals of the amplifier are directly connected. 
Compare with Figs. 2a and 3. 

Fic. 2c.—Photographic recording of the string 
vibrations when one microvolt a.c. is applied to the 
input terminals at 57 cycles per second. This cali- 
bration applies to Figs. 1 to 5, inclusive. 

Fic. 3.—Photographic record on same day and 


under same conditions as for Fig. 2a excepting that 
the patient has been requested to talk or to think 
about the symptoms which his deceased father pre- 
sented. The increase in the recorded action-poten- 
tials is obvious, reaching a maximum as shown in 
the right section of this figure. Subsequently, fol- 
lowing the request that he relax, the action-poten- 
tials declined during a period of minutes more or 
less progressively. Upon repetition of the instruc- 
tion to talk or to refer to his father’s condition, 
action-potentials again increased to the peak levels 
shown in this figure. 

Fic. 4A.—Case 2. Before treatment (January 12, 
1934). Photographic record of string vibrations 
with electrodes in right biceps-brachial muscles 
while patient reclines without instructions. The 
tracing on the left is fairly typical of a relaxed state 
such as has been recorded during the previous seven 
minutes. As in previous figures, the intervals indi- 
cated by opaque regions between the three record- 
ings here shown are approximately 18 seconds. The 
middle recording shows a marked increase in the 
voltages, which become sharply accentuated in the 
recording on the right. 


Fic. 48.—Short-circuit control test. Compare 
with Fig. 4a, all three sections. 
Fic. 5A—Photographic recording from same 


region during reading, May 18, 1935. Electrodes as 
in Fig. 4a. The specimen here shown, with (d.c.) 
microvoltage ranging up to 14, was taken just after 
the end of a 30-minute period. These tracings in- 
clude the lowest attained on this date, clearly show- 
ing failure of the patient to relax adequately at this 
time while reading. 

Fic. 58.—Short-circuit 
with Fig. 5a. 
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work, but he asserted that he later became able to 
outwork his employees. In 1941, he reports that he 
has remained free from symptoms, while habits of 
differential relaxation evidently have prepared him 
to “work longer hours and with greater efficiency” 
than before his illness. 


CasE 2.—Nervous Hypertension, Habitual Re- 
current Emotional Depression, Anxiety and Fears, 
Hypochondria.—In January, 1934, a business man, 
married, 29 years of age, complained of spells 
marked by “loss of control of his faculties,” help- 
lessness, temporary depression, over-attention to 
self and “fear of losing his mind.” These spells were 
sometimes followed by marked diarrhea. They 
occurred irregularly every week or two or lapsed 
for as many as six months and were not relieved 
by Luminal. 

At the age of 24 years, he struck his head severely 
during exercise. Several weeks later vision of the 
right eye appeared blurred. Oculists disagreed 
whether the eye should be removed, because of the 
menace of a growth. Three months thereafter, the 
symptoms above mentioned appeared for the first 
time, persisting for about three months. Often he 
walked in a daze with vertigo. 

After an oculist prescribed a certain lens, these 
symptoms disappeared for the following seven to 
eight and one-half years. During this period he took 
no exercise as a rule, but resumed moderate gym- 
nastics early in 1931. In August, 1932, the symp- 
toms recurred, about one month after a marked 
change in the lens employed. Upon general exami- 
nation, no organic pathology was discovered. He 
recovered quickly and worked practically well for 
a year. Thereafter, he became very busy, rushing 
about. From September, 1933 to the date of con- 
sultation, he had suffered three or four spells of 
nervous disturbance, each lasting one to two weeks, 
but not steadily. 

Previous medical and family history was without 
bearing, except that his parents and one of his two 
children were “high strung,” while one sister was 
epileptic. His father probably had a similar spell 
on one occasion. 

Upon examination, slight divergent concomitant 
strabismus was noted, but otherwise no important 
pathological finding. However, his hands fidgeted, 
his speech was somewhat slow and his face indicated 
anxiety. 

An electrical recording from the muscles which 
flex the right arm was secured in the lying posture 
with eyes closed to rest. Contraction-potentials sub- 
sided to approximately zero for periods varying 
from a few seconds up to seven minutes, shifting 
irregularly to relatively high states of tension, either 
gradually or suddenly. In Fig. 4a, within one 
minute the level changes from peak potentials near 
zero to peak potentials exceeding 14 microvolts. 
These high values persist about three minutes in 
the following record, not here shown, after which 
the potentials return again to lower levels. 

Treatment by progressive relaxation alone ex- 
tended from January, 1934 till June, 1936, totaling 
125 (50 minute) periods. Differential relaxation 


was begun in March, 1935. On February 6, 1934, he 
stated that he had been fairly free from symptoms 
for about ten days. Nevertheless, he abruptly dis- 
continued treatment on March 20, stating various 
objections, including that his troubles were mental, 
not physical. 

After a brief absence he returned for treatment 
without further comment. He practised daily. In 
April, there had been a mild recurrence. On May 1, 
he reported that he now recognized tensions when 
they first appeared and could prevent depressive 
states from coming on. He added that he now real- 
ized the application and significance of the treatment 
in contrast with his former opinion. On May 18, 
1935, electrical measurements in the reclining posi- 
tion afforded evidence that he had not yet learned 
to relax. The records showed microvoltages on the 
same order as those in Fig. 4a. A recording from 
the right arm while reading in the sitting posture is 
presented, likewise showing high voltages (Fig. 5a). 
Somewhat later (June 23d), he stated that he was 
improved; he now watched for symptoms and re- 
laxed the underlying tensions. He came for treat- 
ment irregularly, from two to eight times per month. 
A day of relapse occurred in January, 1935, the first 
in many months, coming “when he had considered 
himself beyond that stage.” He believed that it was 
due to his forgetting to relax. On February 15, he 
reported that he had had another period of nervous- 
ness and insomnia, “but has learned how to handle 
it.” On subsequent occasions, while reading, he was 
given practise in relaxing various portions of the 
limbs and trunk. Persisting in treatment and in 
practise, he asserted in December, 1935, that he no 
longer became despondent or agitated, but remained 
“well relaxed” as a rule. He “met difficulties more 
calmly and collectedly than formerly,” and became 
able to fall asleep at night “the minute his head hit 
the pillow.” 

In March, 1936, he seemed well and was dis- 
charged. 

According to a recent report (June, 1940), he 
generally has been well during the intervening 
years, free from fears and incapacities, aside from 
occasional slight variations. He has not practised 
general relaxation, but has known when he was 
tense and has tried to “calm down.” Slight depres- 
sion with no fears has reappeared quite recently, but 
he is confident that he can manage well without 
help. 

Electrical measurements in June, 1940, afford 
evidence of lessened tenseness while reading, in 
contrast with his failure to relax at an earlier period 
(May, 1935, Fig. 5a) when symptoms were still 
marked. A photographic recording from the right 
biceps-brachial muscle region shows values at the 
least 50 per cent less than those indicated in Fig. 5a. 
A much more striking result recorded the same day 
appears in Fig. 6. This is a graph of rectified poten- 
tials from the right quadriceps femoris during read- 
ing. The curve is lower than any secured from 
“normal controls” up to date, apparently showing 
that he had developed considerable ability to relax, 
although his performance was not always perfectly 
even. 


to 
to 


SUMMARY AND CONCLUSIONS 


The view is presented that investigations 
on the electrophysiology of mental activities, 
although still in their infancy, have opened 
the way toward understanding and treat- 
ment of various common “psychoneuroses” 


Od 


Fic. 6.—Graph of rectified action-potentials show- 
ing differential relaxation while reading, June 14, 
1940. The electrodes are in the mid-line of the right 
quadriceps femoris muscle, respectively 2 and 4 
inches above the patella. (The patient was dis- 
charged June 9, 1936.) 


according to physiological principles. It is 
suggested that certain more or less vague 
and figurative terms in current usage should 
be replaced by others more precise and de- 
scriptive but less theoretical in character. 


PHYSIOLOGICAL CONCEPTION OF NEUROSES 


__[Sept. 


Among these is the term “psychoneurosis.” 
Most of the variable conditions included 
under this caption can be diagnosed as 
“neuromuscular hypertension with patho- 
logical habit formation.” Foundation for 
this revision lies not alone in the present 
studies but particularly in the vast literature 
concerning investigations on habit formation 
and on conditioned reflexes. 

Nervous and muscular states in man can 
now be measured accurately in the clinic, 
affording objective means of determining the 
progress of the patient or of testing the 
effects of any particular form of therapy. 
This is illustrated in the presentation of two 
cases of “psychoneurosis’—one character- 
ized by phobias and the other by transient 
states of depression and irritability. 

Assuming that the symptoms during “psy- 
choneurosis” essentially include neuromuscu- 
lar tensions in various bodily localities, it 
would seem evident that the relaxation of 
these tensions would be the direct route to 
efficacious treatment, particularly if it could 
be made habitual. This procedure is fol- 
lowed in the cases cited. 
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X-RAY EVIDENCE OF EMOTIONAL INFLUENCES UPON 
ESOPHAGEAL FUNCTION * 


By WILLIAM B. FAULKNER, JR., M.D., San Francisco 


In previous communications(1,2,3) I 
have called attention to the fact that by 
merely suggesting the imaginary presence 
of desirable and undesirable situations to a 
series of patients, the tonicity of the esopha- 
gus and the caliber of its lumen were defi- 
nitely and unmistakably altered. 

By means of the esophagoscope, the rela- 
tionship between cause and effect was 
conclusively established. Suggestions that 
aroused unpleasant emotions called forth 
esophageal spasm and narrowing of the lu- 
men; while proposals of a pleasant nature 
produced esophageal relaxation. 


PURPOSE OF INVESTIGATION 


The present investigation was undertaken 
to determine whether the influence of the 
emotions upon the esophagus, as demon- 
strated by esophagoscopy, could also be 
shown by fluoroscopic and x-ray examina- 
tions. 

If roentgen examination proved of any 
help at all, it seemed that, in some respects, 
it might be superior to esophagoscopy in 
studying this mechanism of somatic response 
to emotional factors, because roentgenog- 
raphy permits observations while the esoph- 
agus is endeavoring to carry on its normal 
function. In this manner, with an opaque 
meal, we should expect to obtain a good 
impression of what transpires whenever an 
emotionally disturbed person attempts to 
eat ; and also see what occurs when a depres- 
sive emotion suddenly changes to one of ela- 
tion, or vice versa. 


FLUOROSCOPIC AND FiILM EXAMINATIONS 


Fluoroscopy permits continuous serial 
study, giving a closely woven picture of the 
whole process, and showing not only the 
position and type of the spasms and the 


1From the Thoracic Surgical Departments of 
St. Mary’s and Mary’s Help Hospitals, San 
Francisco. 


manner in which they change, but also the 
rapidity with which suggestion alters the 
emotional status and thereby influences 
function. 

The film, on the other hand, merely re- 
cords the condition at a single, given instant ; 
but surprisingly enough, since the spasm is 
often a changeable transitory affair, depend- 
ing upon the patient’s thoughts at the par- 
ticular moment, the film can occasionally 
demonstrate a spasm which was not observed 
at the time of fluoroscopy. Consequently 
both fluoroscopy and film interpretations 
should be made and correlated. 


Type OF PATIENT STUDIED 


All of these patients had previously visited 
a number of departments in the clinic for 
the treatment of various symptomatic ail- 
ments before being referred to us complain- 
ing of esophageal symptoms. In every case 
there was social, economic and occupational 
insecurity with the attendant emotions of 
fear, anxiety, confusion and frustration. In 
no instance was organic disease present(4). 


OBSERVATIONS 


On fluoroscopic examination, in three of 
our patients after the initial, thick barium- 
paste had passed through the esophagus in 
a normal manner, suggestions of an un- 
pleasant nature were proposed with the aim 
of producing anxiety, apprehension and 
insecurity. 

A second mouthful of paste was then 
given. But this no longer passed directly 
into the stomach. Instead, there was con- 
clusive evidence of esophageal spasm where 
none had previously existed. In one instance 
the spasm occurred in the mid-esophagus, 
and in the others at the diaphragm, showing 
esophageal dilatation above. 

In a fourth patient, whose initial, fluoro- 
scopic opaque-meal indicated a cardiospasm 
with wide dilatation of the esophagus and 
retention of the barium immediately above 
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the diaphragm, the suggestion of a particu- 
larly pleasant environment caused a prompt 
and rapid passage of the material into the 
stomach. All evidence of the original esopha- 
geal spasm disappeared. 

A fifth patient showed a spasm with 
barium retention on x-ray films despite the 
fact that the immediately preceding fluoro- 
scopic examination had demonstrated no 
evidence of spasm or dysfunction. 


DISCUSSION 


In evaluating the esophageal spasms and 
relaxations which occur in response to emo- 
tional excitation, it should be remembered 
that all patients do not react to the same 
suggestions, or even in the same way, be- 
cause a suggestion that might be pleasant 
for one, might by no means be so for another. 

Two patients, who complained of difficulty 
in swallowing, nausea, vomiting and sub- 
sternal pain, showed esophageal spasm and 
barium retention which persisted despite our 
suggestions and attempts to arouse pleasant 
emotions. Both of these people stated that 
they could not possibly imagine the situa- 
tions, which we suggested, as ever coming 
within the scope of their personal experiences 
and consequently noted no emotional change. 
I believe that these two negative findings 
are as important as the positive observations 
in the other cases, because if the emotions 
are unaltered no esophageal change should 
be expected. 

It is possible that, in some cases, the emo- 
tional threshold might be so high, or emo- 
tional fatigue so extreme, that no suggestion 
would be strong enough to change the pa- 
tient’s mental patterns and alter the type 
of function or dysfunction which happened 
to be present at the particular moment. Apart 
from the emotions which are intentionally 
aroused by the physician, undoubtedly others 
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of a similar or contrary nature can arise 
from the  patient’s own 
thought-processes and so influence the type 
of esophageal function. 


spontaneously 


CONCLUSIONS 


1. Esophageal function is definitely altered 
by emotional factors. 

2. Fear, anxiety, apprehension, anger and 
inadequacy often cause esophageal spasm 
with narrowing of the esophageal lumen and 
the production of esophageal symptoms. 

3. Joy, achievement, sense of well-being 
and other positive emotions usually cause 
the esophageal spasm to disappear and the 
lumen opens. 

4. These changes can be observed directly 
with the esophagoscope while they are occur- 
ring, and indirectly with the fluoroscope and 
X-ray. 

5. Since emotional-functional alteration 
and organic disease may coexist, a primary 
diagnosis of dysfunction 
should not be made until all other causes 
of malfunction have been eliminated. 


psychosomatic 
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A PSYCHOPATHIC DEPARTMENT OF AN AMERICAN GENERAL 
HOSPITAL IN 1808 


By WILLIAM L. RUSSELL, M.D., New Yorx City 


On July 14, 1808, a newly erected grey 
stone building on the grounds of the New 
York Hospital, then located on Broadway 
at Worth Street, was opened for the recep- 
tion of patients. It was officially designated 
“Lunatic Asylum,” and was referred to by 
the governors of the hospital in their annual 
report as “a medical asylum.” Today it 
would be called the psychopathic or psychiat- 
ric department of the general hospital. 

It was anticipated, when the New York 
Hospital was established in 1771, that it 
would be appropriate to make some provision 
for the treatment of the mentally ill. There 
was, at that time, no hospital for any form 
of illness in the state of New York, and the 
hardships endured by the mentally ill make 
a sad story with which all are familiar. In 
planning the hospital building, therefore, 
“cells or wards” were provided for this 
class of patients, in the “cellar part of the 
North. Wing.” This was entirely in accord 
with the standards of the period. The hos- 
pital was opened in 1791, and the first 
recorded mental case was admitted by reso- 
lution of the board of governors on Septem- 
ber 18, 1792.. The resolution stipulated that 
the patient should be admitted if he were 
“considered by the Physicians of the Hospital 
as curable.” The records clearly show that 
the governors of the New York Hospital 
considered mental disorders to be curable, 
and that their policies and plans in providing 
for their treatment were, from the beginning, 
governed by this view. The number under 
treatment in the general hospital, previous 
to the establishment of a separate depart- 
ment in 1808, was never large. The total 
number during the sixteen years was appar- 
ently not over 500. Not all the cases were 
placed in the cells in the “cellar part of the 
North Wing.” A medical student at the 
hospital from 1793 to 1796 recorded in his 
diary meeting with mentally ill patients in 
the general wards and in the grounds. He 
mentions only one visit to “the rooms fitted 
up in the cellar,” where he “saw a distracted 


woman” which “affected me with very dismal 
reflections.” These cells must, indeed, have 
been dismal places. In a report to the gov- 
ernors in 1805, Dr. Hosack described “the 
lower apartments at present occupied by 
Maniacs .... unfit for their accommoda- 
tion in consequence of having never been 
painted, the Cells have become so imbued 
with filth that they are exceedingly offen- 
sive.” As the prevailing view was that 
“maniacs” were insensitive to cold, the cells 
were probably not heated. It must be borne 
in mind that living conditions in New York 
were, at that time, extremely crude. Heafing 
of the hospital was until 1806 entirely by 
wood burning, open fireplaces, and for many 
years afterwards by stoves and localized hot 
air furnaces. Lighting was by candles and 
whale oil lamps and lanterns. Ventilation 
was by the windows and doors only. There 
was no circulating water system. The only 
toilet conveniences were privies, which were 
reached by corridors or by going outdoors, 
and chambers in the bedrooms. The admin- 
istrative organization was a mere skeleton. 
The nursing was by untrained women and 
men, many of them uncouth and not infre- 
quently prone to alcoholic indulgence. It 
was impossible to maintain discipline, and 
patients were frequently discharged on ac- 
count of disorderly behavior, or they “went 
over the wall” without notice, sometimes 
returning intoxicated. The only position in 
the roster of employees which can be identi- 
fied with the care of the mentally ill is a 
“maniac keeper” or “cell keeper.” As it 
was commonly considered necessary to em- 
ploy severe measures in managing “maniacs,” 
it may be taken for granted that the “cat 
and nine tales for Sel keeper,” the purchase 
of which appears in the accounts of the 
superintendent, was used on occasion. 

That there was even then, however, a 
disposition to question the propriety of se- 
vere measures, there can be no doubt. In 
his thesis on “Chronic Mania” presented at 
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his graduation in 1796, the medical student 
referred to considered that restraint should 
be avoided as long as possible, “lest the 
strait jackets, and chains and cells should 
induce a depression of spirits seldom sur- 
mounted.” He doubted the propriety of 
“unexpected plunging into cold water,” of 
“two to six hours in spring water or still 
colder,” and of the “refrigerant plan’ of 
bleeding, purging, vomiting, streams of cold 
water on the head, blisters, etc. It may be 
assumed that the views he expressed were 
those learned from at least some of his 
teachers at the hospital. The interest of the 
governors in making better provision for the 
mentally ill is clearly revealed in the minutes 
of their meetings and in their annual reports. 
The first enlargement of the hospital was 
undertaken for this purpose. In 1803 an 
additional story was placed on the building, 
and the governors announced that they now 
had it in their power “to provide suitable 
apartments for Maniacs, a description of 
patients that imperiously demand our sym- 
pathy and our most sedulous care and atten- 
tion.” Thereafter the mentally ill were 
treated in “upper cells” and wards, and the 
cellar was apparently seldom resorted to. 
Their satisfaction was, however, short-lived. 
As a result of problems occasioned by the 
larger number of patients accommodated, 
the governors became aware of the necessity 
of classification as a means of treatment. 
This marked a forward step in their under- 
standing and in their policies and plans in 
providing for the mentally ill. In 1805 it 
was proposed that two wings be added to 
the hospital, one of which should be “ex- 
clusively appropriated for the reception of 
Maniacs who would have ample accommo- 
dations adapted to the different forms and 
degrees of insanity, to the relative situations 
of the patients, and their various connexions 
in life.” Here may be noted the budding of 
the policy that shaped the service into its 
present form. A building committee was 
appointed which proceeded to obtain all the 
information possible. They visited “the Hos- 
pital in Philadelphia,” engaged an architect, 
and in a few weeks they submitted a plan, 
not for a wing, but for a separate building 
exclusively for the treatment of the mentally 
‘ill. The plan was immediately adopted, and 
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the committee was directed to proceed with 
its construction.. The specifications were as 
follows: 


40 feet wide in the 
The basement was 
ground, and there were 
two principal stories. Owing to a declivity in the 
site, the sub-basement was also partially exposed 
and was habitable. It contained ten 
rooms, I1 feet long and 84 wide; three rooms, 164 
feet long and 114 wide; and a kitchen, 23} feet long 
and 164 wide. The height of the rooms was 9 feet. 

A corridor paved with marble ran through the 
center, into which the doors of the rooms or cells 
opened. The basement contained the same number 
of rooms of the same size as those of the sub-base- 
ment. In each of the two upper stories there were 
ten rooms, I1 feet long and 84 wide; two 17 feet 


The building was 90 feet long, 
center, and 65 feet at the wings. 
nearly altogether above the 
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PRINCIPAL STORY OF THE First ASYLUM OF 
THE New York HospIitat 1808 


long and 114 wide; and two 24 feet long and 17 
wide ; all of which opened into a hall 11 feet wide. 
The ceilings of the first story were 144 feet high, 
those of the upper story 124 feet. There were in all 
60 rooms, which it was considered would accommo- 
date 80 patients. After some experience, however, 
it was decided that 75 were all that could be 
properly accommodated. In a description published 
by the governors in 1811 it was announced that “the 
apartments are adapted for persons of every condi- 
tion, the rich and the poor, equally subject to this 
worst of human miseries, who may be here accom- 
modated according to their various circumstances 
in life.” 

The heating arrangements were the first attempt 
at indirect heating undertaken at the hospital. Seven 
circular stoves were placed in the sub-basement 
corridor, and from these iron pipes fixed in brick 
flues extended to the top of the building. Each flue 
passed through the corners of the rooms, so as, by 
means of iron doors and valves, to communicate 
heat to two rooms in each story. How successful 
this system proved to be was not explained in the 
records. No complaints were recorded, however, 
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such as were of frequent occurrence in the main 
hospital. All the rooms except the four largest, and 
those of the upper story, were arched with brick, 
and the walls were of brick, whitewashed. The 
floors were also filled with brick, so that the build- 
ing was considered to be completely fireproof. It 
was thought that the patients would have sufficient 
heat, and at the same time would be unable to set 
the building on fire or injure themselves. It is, at 
least, clear that the erroneous notion that “maniacs” 
were insensitive to cold was no longer to have a 
place in determining their treatment. There was no 
circulating water and no water closets. Water was 
carried in pails. There was, however, provision for 
a shower bath. There were two yards, one 75 feet 
long and 65 broad; the other, which was between 
the building and the street wall, was 200 feet long, 
and 50 broad. The equipment and furnishings of 
the building are not described in any of the records 
examined. 

Imperfect though the building was, it was 
far in advance of any provision for the 
treatment of the mentally ill that had thus 
far been made in America. In the Medical 
Repository, which was the only medical 
journal in the United States at that time, 
it was described as “a house expressly for 
the reception and accommodation of ma- 
niacs . . . . well suited to the intended pur- 
pose, both as to design and execution. Its 
object is to relieve mankind from one of the 
heaviest afflictions of life..... The eye 
is not offended in this institution with the 
sight of padlocks and bolts, nor the ear by 
the rattling of fetters and chains. And it 
is believed that the discipline can be estab- 
lished among the maniacs without the use 
of the whip.” 

Little ceremony attended the opening of 
the new building. Its establishment, how- 
ever, marked the organization of a depart- 
ment of the New York Hospital which, 
without much change in its fundamental 
structure, has continued to operate, and to 
grow in extent and usefulness from that 
day to this. In June, 1808, the board of 
governors appointed an “Asylum Commit- 
tee” to have “the same powers, and to per- 
form the same duties, with relation to the 
asylum, as those of the visiting [executive] 
committee with relation to the hospital.” 
The committee reported directly to the board, 
and managed the affairs of the asylum inde- 
pendently of any other committee. In setting 
up the organization and administration of 
the asylum, the committee knew of few 
precedents that could be used as a pattern. 


When requested by the board to prepare 
rules and regulations for the government of 
the institution they reported, after consider- 
ing the question for several weeks, that they 
had sought diligently but in vain for guidance 
through the experience of others, and found 
that they would be incompetent until they 
had obtained experience for some months 
in the operation of the service. They made 
a recommendation, however, which was of 
significance and importance. They reported 
that “from the particular nature of the Insti- 
tution your Committee are of the opinion 
(and the opinion has been found upon ma- 
ture reflection) that one Physician only be 
appointed to the Asylum, during the pleasure 
of the Governors.” This was not in accor- 
dance with the views of the physicians of 
the New York Hospital, who considered that 
the medical service of the asylum should 
“be conducted on the same principles” as 
the other services. The writer in the Medical 
Repository commented in regard to this 
physician, “it will be expected of him that 
he should study the various forms of in- 
sanity with the strictest attention: and by a 
steady perseverance in that pursuit, it may 
be reasonably hoped he will acquire more 
than usual knowledge of mental diseases. 
Where consultations shall be necessary, the 
consulting physicians of the New York Hos- 
pital will also be medical counsellors of the 
Lunatic Asylum.” 

On July 14 the asylum committee passed 
a resolution that “the superintendent be di- 
rected to remove the Lunatics from the Hos- 
pital to the Asylum; that before their re- 
moval they be thoroughly cleansed, their 
hair cut, and heads washed, and furnished 
new Clothes, and new beds and bedsteads.” 
On the following day nineteen patients were 
transferred from two wards of the hospital, 
and the service was established. No precise 
information has been found from which the 
details of the organization can be determined. 
Provision had been made for an “overseer” 
as well as a physician, but only the latter 
had been appointed. The “cell keeper” and 
his wife from the general hospital had been 
retained with the understanding that they 
would “be under the superintendent or such 
person as may be appointed keeper of the 
asylum.” A few months later the committee 
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reported to the board that “some of the pa- 
tients being of respectable standing in So- 
ciety, your committee have deemed it proper 
to place them under the care of respectable 
keepers,’ and that they had appointed to 
the position a man and his wife who were 
well recommended. At the same time they 
added that James, the “cell keeper,” had 
“behaved very improperly, and it has been 
deemed expedient to discharge him.” This 
marked an advance from the “cat and nine 
tales” period to standards more in harmony 
with the improved facilities. The position 
of “keeper” gradually advanced in dignity 
and importance. Eventually he was desig- 
nated “superintendent of the asylum,” 
though he remained officially subordinate to 
the superintendent of the hospital. The rules 
adopted in 1810 provided that “the keeper 
shall perform the duties of the superinten- 
dent, and under his direction, so far as relates 
to the asylum.” The number of persons 
employed in the care of the patients at any 
time is not specifically stated in the records 
examined. It may be surmised, however, 
from items in the hospital accounts that the 
number varied from two to six men, and 
from six to ten women. As there were 
always more men than women patients, the 
larger number of women employed may indi- 
cate that they participated in the care of the 
men. Although “keeper” seemed to be the 
usual title, the terms “nurse” and “nursing”’ 
are frequently met with in the records relat- 
ing to the care of patients. A few persons 
employed in the asylum were designated 
“servants.” 

Information relating to the general char- 
acter of the service for patients is far from 
complete. The principal sources are the 
minutes of the board of governors, the min- 
utes and reports of the asylum committee 
and of an inspecting committee which visited 
both the hospital and asylum once a month, 
and seventy-five clinical histories which are 
all that have been preserved. Apparently, 
as experience was gained, the standards ad- 
vanced. At best, however, the facilities, 
according to present standards, were crude 
and meagre and the measures employed 
were sometimes harsh, but the tendency was 
towards mitigating and limiting or discarding 
these. Patients were indeed placed in solitary 


confinement, clothed in strait-jackets, fas- 
tened to the wall or floor by a chain, or 
seated in a “tranquillizing chair.” The clini- 
cal histories that have been preserved show, 
however, that at least by 1817 and 1818 such 
severe measures were employed in few 
cases; the “tranquillizer” in one only, and 
the strait-jacket or a chain in eight of the 
seventy-five cases. Patients in confinement 
were taken out frequently and efforts made 
to adjust them to being with others and, in 
some instances, to engaging in useful em- 
ployment. Of one man it was recorded that 
he was “at times released from his chain and 
his cell, to be led forth to the refreshing 
influence of an untainted air.”” The shower 
bath was used as a means of punishment 
as well as of refreshment and invigoration. 
The number of instances recorded is fifteen, 
and it should be remembered that, at this 
time, it was considered entirely proper treat- 
ment to influence the patients by fear. The 
supervision of the committees, especially the 
inspecting committee, which seemed to be 
particularly alert and frank in their observa- 
tions, exercised a favorable influence in the 
general treatment of the patients. Such en- 
tries as the following were occasionally found 
in their reports: “In the Asylum three pa- 
tients entirely naked two of them chained 
to the floor showed how much would be 
gained to humanity by an establishment 
which would admit of milder treatment and 
one that would produce moral effects with- 
out the use of severity.” This was in 1816, 
when the subject of “moral treatment” and 
the establishment of an institution in the 
country had begun to engage the attention 
of the governors. On the other hand, the 
committees found much to commend. En- 
tries such as the following are frequent in 
their reports: “The Patients are treated with 
humanity and care,” “Note with satisfaction 
the attention of Wilson to the lunatics, par- 
ticularly exemplified in his obtaining chairs 
for the Patients who require continued con- 
finement, which adds much to their comfort.” 

The general plan of treatment was evi- 
dently directed to increasing liberty for the 
patients. The acutely disturbed were, from 
time to time, given a “trial in the large 
room,” they walked in the corridor with a 
“nurse,” or in the yard. Patients who were 
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well enough were taken into the city for 
walks, or they were allowed to go and come 
unaccompanied. Some visited their homes 
for short or longer periods. A colored man 
went “home with an attendant to visit his 
sick wife.” Another patient went out “to 
attend to business.” Altogether the mode 
of procedure in adjusting the patient to re- 
turning to his home and social relations 
resembled pretty closely that which is fol- 
lowed at the present time. There is also, 
in the clinical histories, evidence from the 
patients themselves that they were treated 
with kindness and consideration. A patient 
wrote to his parents of the “excellent accom- 
modations and the kind treatment,” and 
that he was unable to repay his debt of 
gratitude to the doctor and Mr. Wilson. He 
related that he “had at the first one or two 
fits of insanity which rendered it necessary 
to chain me,” but that otherwise he had 
experienced “as much care and attention as 
I could have done at home, or anywhere 
else.” Another patient who had been dis- 
charged wrote to the physician as “My dear 
friend,” that “I have reason to be extremely 
grateful that I was preserved—that I was 
attended by and received the benefits of 
friendship and affection, skill and benevo- 
lence.” This patient had, at least once, while 
at the asylum, been confined in a strait- 
jacket. The chaplain of the asylum, in 1820, 
reported to the governors that after several 
years of familiar intercourse with the pa- 
tients, he had “never yet had a single instance 
of complaint of inattention or ill treatment 
from those who have charge of them.” 

At that time patients were received and 
detained at the asylum without much, if any, 
legal authority. An act passed in 1788 pro- 
vided that persons who “by lunacy or other- 
wise, are furiously mad” might, by order 
of two justices of the peace, be “kept safely 
locked up in some secure place,” and in 1809 
the overseers of the poor were authorized 
by law to contract with the governors of the 
New York Hospital for the care of any 
poor person who was “lunatic or insane.” 
These provisions might, perhaps, have been 
considered adequate for the legal detention 
of patients who were supported by public 
funds. A considerable proportion were, 
however, not thus supported, and some of 


them were residents of other states than 
New York. It was not until 1842 that certi- 
fication of insanity by physicians was re- 
quired for the admission of patients. The 
asylum authorities, however, apparently felt 
quite secure. They brought back patients 
who had escaped, and sometimes punished 
those who attempted to escape, and there 
is nothing in the records to indicate that they 
were ever called to account. 

In the organization of the service the pro- 
posal that one physician only should be ap- 
pointed was followed. The first physician 
was Dr. Archibald Bruce, who had not pre- 
viously been connected with the hospital. 
He was a prominent general practitioner and 
was also active in the state and county medi- 
cal societies. He was professor of materia 
medica and mineralogy at the College of 
Physicians and Surgeons, and, historically, 
he is best known as a mineralogist. He was 
the first editor of the American Journal of 
Mineralogy, and his name is preserved in 
“brucite,” a native salt of magnesia which 
he discovered in New Jersey. The by-laws 
governing the service stipulated that the 
physician should cause a register to be kept 
“in which shall be entered every case under 
his care, the name, age, place of residence, 
and occupation of the patient, the probable 
cause and history of his disorder, the reme- 
dies used, the termination of his disease ; and 
such other circumstances as may tend to 
elucidate the case and the nature of the dis- 
ease.” It was also stipulated that “all special 
and remarkable cases” should be entered in 
a book to be kept in the library. Although 
the available information indicates that Dr. 
Bruce faithfully performed his required 
duties in the care of the patients, he evidently 
found it difficult to make entries in the regis- 
ter or keep clinical histories. Much dissatis- 
faction was expressed by the committee, and 
when they questioned Dr. Bruce, they were 
informed that he kept the register at his 
home, and that he needed clerical service. 
Although this was provided, the only medical 
record or communication prepared by Dr. 
Bruce that has been found is a report relating 
to cases “attributed to the immoderate Use 
of ardent Spirits” which he presented to the 
governors at their request in 1814. He re- 
ported that of 572 patients admitted to the 
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asylum since it was opened, 65, of whom 
16 were women, were cases of this character. 
He gave a brief account of a few cases to 
illustrate the difficulties and failures attend- 
ing treatment and mentioned only one in 
which “total abstinence had been accom- 
plished.” He recommended the establishment 
of an institution “expressly for the purpose”’ 
of treating these cases. Drunkenness should, 
he considered, be a punishable offense, and 
commitment should be for longer or shorter 
periods, in which the cases should be occu- 
pied in some useful pursuit, and when dis- 
charged be obliged to find security for good 
behavior. He suggested regulations for the 
control of the sale of “ardent spirits,’’ the 
price of which should be “too expensive for 
the laboring Class of the Community” ; the 
license for the sale of wines and malt liquors 
to be proportionately low, and “no debt con- 
tracted for Drams, to be recoverable by 
Law.” 

In September, 1817, Dr. Bruce was suc- 
ceeded by Dr. William Handy. He also was 
a general practitioner, but he found more 
time to devote to the asylum service than 
his predecessor and he was evidently deeply 
interested. Unfortunately he was obliged 
to retire on account of ill health in Novem- 
ber, 1818. In May of that year he outlined 
in a report to the governors the principles 
and aims by which he was animated in his 
conduct of the service and the methods of 
treatment he endeavored to employ. He re- 
ported that medicine “has been rarely given, 
except when strongly indicated by such 
symptoms of bodily disease, as were sup- 
posed instrumental in exciting, or had been 
connected with the disorder of the mind.” 
He did not believe in the specific power of 
any drug in curing madness. Though mer- 
cury had been given in a number of cases, 
in only one was it considered that the recov- 
ery was the result of its use. Mild cathartics, 
and the warm bath appeared to him to be 
“of more general utility than any other means 
employed.” He had found that “blood- 
letting, judiciously used, in violent parox- 
ysms, has on many occasions been of great 
efficacy, but is of far less general application 
than is often supposed.” He thought even 
less favorably of local bleeding, and was 
“almost led to pronounce it a more than 
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useless resort in cases of mental disorder.” 
Nor did he “think more favorably of setons 
in the neck.” Blisters to the head and its 
vicinity he considered of doubtful effect, and 
placed more dependence upon those applied 
on remoter parts. He found that “as a means 
of temporary mitigation, under a furious 
paroxysm, accompanied by strong arterial 
action and increased heat, the shower bath 
has been usefully applied.” “The means of 
safe keeping by bars and bolts,” he asserted, 
“are abundant, and easily obtained.” He 
considered, however, that “‘ it should be the 
supreme object of those who have assumed 
the supreme responsibility of governing the 
insane, to restore to their reason and to 
society the greatest possible number of those 
afflicted beings ; This will most cer- 
tainly be accomplished by strict attention to 
a moral regimen.” He explained to the gov- 
ernors that “asylums for the insane ought 
no longer to be viewed as places of personal 
security merely, but a temporary abode of 
a class of fellow beings, having the strongest 
claims to our sympathy and regard; fur- 
nished with the means of comfort, amuse- 
ment, and employment adapted to the cir- 
cumstances of their condition and the nature 
of their disease.” He emphasized especially 
the necessity of adequate means of classifi- 
cation of the patients. He described in detail 
the personal qualifications required in those 
employed in the treatment of the patients 
and the manner in which they should en- 
deavor to influence their behavior, adding 
that “the blunders of the ignorant and un- 
skilful in the treatment of bodily disease, 
are generally of rapid effect, and may soon 
end in the death of their victim; but in the 
management of the insane, they are of slow, 
deep, and lasting consequence.” He con- 
demned confinement in cells or rooms for 
long periods. He advocated repeated trials 
of periods of freedom, explaining that “it 
is only by thus extending the freedom of the 
violent that we can ascertain the changes 
their malady may have undergone.” He re- 
ferred to the advantages of an abundant 
supply of water, and advocated the intro- 
duction of water closets. Amusements and 
occupations in the treatment of the patients 
he considered “a means of arresting their 
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wanderings, and thereby contributing to their 
recovery.” 

These seventy-five clinical histories which 
have been preserved, show that Dr. Handy 
endeavored to follow in practice the prin- 
ciples and methods set forth in this report. 
Fifty-one of the cases were men, and twenty- 
four were women. Eleven had received 
treatment at the asylum on previous occa- 
sions. The youthfulness of the patients is 
rather striking. More than half were not 
more than thirty years of age, four were 
under twenty. Eleven only were over forty, 
and one was over sixty. Some were of the 
more prosperous or cultured members of 
society. One was a banker, five were mer- 
chants, three manufacturers, one a chemist, 
one a law student, one a tavern keeper, five 
mechanics and one was designated “gentle- 
man.” Seven were seamen and two were 
farmers. The large majority were, however, 
“paupers,” supported by public funds. Evi- 
dently considerable effort was made to obtain 
histories of the lives and illness of the pa- 
tients previous to their admission, and when 
this was unsuccessful Dr. Handy considered 
that it was “much to be regretted on all occa- 
sions.” In a third of the cases no previous 
history was recorded, and in some others the 
information was too meagre to be of value. 
In a considerable proportion, however, the 
history obtained was remarkably full and per- 
tinent. In nearly all cases, even those in 
which the illness had been present for months 
or years, admission to the asylum was occa- 
sioned by manifestations for which restraint 
and treatment had become imperative. 
Whenever possible a statement was obtained 
from the physician by whom the patient had 
been previously treated. Much importance 
was attached to information of a precipitat- 
ing mental or physical “cause.” The occur- 
rence of mental illness in relatives of the 
patient was noted. In some instances the 
personality traits of the patient previous to 
the illness were described. Of one patient 
it was recorded that “when in health her 
habit was delicate, modest, intelligent, un- 
assuming, pious.” Of another, that “in 
health he was estimable, noble-minded, warm 
heart, good temper, brave, generous, strong 
attachments and weak resentments, easily 
directed by friends, persevering, faithful to 
purpose however laborious, good and com- 


prehensive talents, first rank as an arithme- 
tician, considerable proficiency in mathe- 
matics, particularly such as related to naviga- 
tion. Temperate, abhorred drunkenness.” 
The notes on admission of the patients 
contained little information. Precise and 
orderly methods of physical and mental ex- 
amination had not yet been adopted and 
instruments of precision had not been in- 
vented. Auscultation and percussion were 
evidently not employed. The general ap- 
pearance of the patient, the rate and quality 
of the pulse, the condition of the tongue, 
the skin and the bowels were all that were 
regularly noted in the physical examination. 
The temperament of the patient was usually 
mentioned. No systematic plan was followed 
in the mental examination. Extreme mani- 
festations were described or characterized. 
The patients were all designated “maniacs,” 
and apparently little attention was given to 
formal classification. In many instances, 
however, identification with the forms into 
which cases are now classified may be ap- 
proximately determined from the descrip- 
tions. Although excitement and disordered 
behavior were recorded in a large proportion 
of the cases, few can be identified as cer- 
tainly manic. Delirious reactions, attributed 
to childbirth and fevers, or without any 
designated cause, were described in a number 
of instances. About twenty per cent of all 
the cases were attributed to “ardent spirits,” 
though the descriptions were not, in all in- 
stances, characteristic of alcoholic disorders. 
About twenty-eight per cent of the cases 
seemed to present characteristics of schizo- 
phrenic reactions. About twenty per cent 
were definitely cases in which depression 
was the leading symptom, six of whom made 
desperate attempts at suicide. One case, with 
a history of syphilis, progressive speech dis- 
turbance, difficulty in walking, mental de- 
terioration, physical enfeeblement and ema- 
ciation, and eventually ulcers on the hips 
and sacral region, was apparently general 
paresis. This may, perhaps, be the first 
recognizable description of this disease to be 
recorded in America.’ Progress notes were 


1 The first description in any medical publication 
in this country was contained in an article by Dr. 
Pliny Earle which appeared in the American Jour- 
nal of the Medical Sciences in 1847. 
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in many instances made at frequent intervals 
for varying periods after admission. The 
intervals were soon extended, however, and 
in many cases long periods elapsed without 
any note. Medical treatment consisted, 
principally, of the administration of drugs, 
and the records of active treatment contain 
a full account of the medication. The “rough 
purges,” such as jalap, calomel and gamboge, 
and the emetics which were the routine 
therapeutic resources of physicians generally 
at this time, were resorted to in less than a 
dozen of these seventy-five cases. Mercury 
to the point of salivation was administered 
to ten cases. Hyoscyamus and camphor were 
employed as sedatives, and in a few instances 
opium. Valerian and asafcetida were pre- 
scribed occasionally, and bitter tonics, iron 
and wine were prescribed for feeble patients 
and convalescents. Blood-letting by venesec- 
tion or by cupping was seldom employed. 
Blisters and setons were, however, used more 
frequently than might have been expected 
from Dr. Handy’s account of his views and 
principles. A warm bath was given in a 
few cases, and as there was no circulating 
water system its administration must have 
been attended with much difficulty. After 
Dr. Handy resigned in November, 1818, 
no permanent appointment was made until 
May, 1819. Among those who served dur- 
ing the interval, Dr. David Hosack occupied 
the position for four months. Dr. John Neil- 
son was appointed in May. Toa considerable 
extent he maintained the standards described 
and exemplified by Dr. Handy. He remained 
in the position and was transferred to the 
new asylum at Bloomingdale when the 
service was removed there in 1821. 

During the thirteen years of its operation, 
1148 patients were treated at the asylum of 
the New York Hospital. Of those dis- 
charged, 503, about 44 per cent, were re- 
corded “cured,” and 174, about 15 per cent, 
“relieved.” One hundred eleven, nearly 10 
per cent, died, which may be an indication 
of the severe conditions from which many 
of the patients were suffering, as well as of 
the inadequacy of medical treatment and 
nursing at that time. Although some of the 
patients remained at the asylum for long 
periods, it was far from being merely a 
custodial institution. The clinical histories 
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and other records indicate active treatment 
with a view to cure. There are, in fact, few 
hospital organizations of the present day in 
which a more earnest, optimistic and pro- 
gressive spirit can be found, than that which 
animated the governors and physicians of 
this little department of the New York Hos- 
pital more than a century ago. 

Nor was its contribution limited to the 
treatment of the patients accommodated. It 
had also a part in awakening public interest 
and in pointing the way to public provision 
for the mentally ill. This is borne out by the 
testimony of Dr. Stephen Smith, who was 
born in 1823 and was from 1882 to 1889 
New York State Commissioner in Lunacy. 
In an article in the American Journal of 
Insanity in July, 1886, Dr. Smith considered 
that the act of the legislature granting to the 
governors of the New York Hospital in 
1807 an appropriation “particularly to pro- 
vide suitable apartments for the maniacs, 
adapted to the various forms and degrees of 
insanity’ was “the first public recognition 
in this state of the fact that there are various 
forms and degrees of insanity which require 
classification of the insane, in suitable apart- 
ments.” In further reference to the asylum 
he stated that “there are many evidences of 
the value of the experience gained in this 
institution, and of the influence which its 
management exerted upon the public mind. 
[t led to the first effort of the state to make 
special provision for the insane poor, hitherto 
confined in poor-houses.” After a descrip- 
tion of the deplorable condition of the men- 
tally ill in jails and poorhouses throughout 
the state, it is added that ‘in the asylum of 
the New York Hospital, they were treated 
in the most humane manner, by the best 
class of officers and attendants.” Dr. Smith 
quoted at length from Dr. Handy’s report 
to the governors, referred to in the present 
paper, and considered that it showed that 
“there were in New York, at that early day, 
men who had the most thoroughly correct 
views of the care and treatment of the insane, 
and of the proper qualifications of attendants. 
It cannot be doubted that these opinions had 
a wide dissemination among the leading citi- 
zens, many of whom were governors of the 
hospital.” 

Because of lack of space for enlarging 
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the asylum on the grounds of the New York 
Hospital, and for the purpose of obtaining 
more adequate facilities for the introduction 
of occupation, recreation and other measures 
of “moral treatment,” the service for the 
mentally ill was, in 1821, removed to a 
country location at Bloomingdale. It seems 


unfortunate that this early example of a 
separately organized psychiatric department, 
operated as an integral part of the general 
hospital, should have been suspended for 
more than a century, until the service was 
resumed by the establishment of the Payne 
Whitney Psychiatric Clinic in 1932. 
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A METHOD FOR THE PRELIMINARY PSYCHIATRIC “SCREENING” 
OF LARGE GROUPS 


By LIONEL S. PENROSE, M. D.,’ 


In the process of selecting and organizing 
large groups of men for purposes of military 
training, the rapid identification of those who 
may be suffering from various psychiatric 
disabilities presents a problem of consider- 
able practical importance. The careful clini- 
cal examination of each individual by a psy- 
chiatric specialist is usually not possible. It 
would be very costly even if ample time and 
an adequate supply of trained personnel were 
available. There is an obvious need for some 
quick and economical method of selecting 
from a large group, a small but enriched 
sample of cases to be referred for individual 
psychiatric examination. 

Group survey methods of the questionnaire 
type have been devised for this purpose but 
have been found particularly unsatisfactory 
for use with prospective military personnel. 
With such groups, it becomes a matter of im- 
portance that the subjects should not be made 
aware of the purpose of the survey. 

The primary purpose of a group intelli- 
gence test is obvious to most subjects. It is 
evidently meant to determine how well they 
can solve the problems set. However, if 
“abnormal” subjects perform in a measure- 
ably “abnormal” fashion when placed in this 
setting, the test might be used for a secon- 
dary purpose, i. e., for the identification 
of “abnormal” subjects. Accordingly, the 
present study was undertaken to determine 
whether a standard group intelligence test 
could be used as a preliminary “screening” 
device for the identification of psychiatric 
“suspects.” 


PRESENT STUDY 


In a previous study,® it was found that 
psychotic and psychoneurotic subjects dis- 


1The Ontario Hospital, London, Ontario. 

2 The Provincial Department of Health, Toronto, 
Ontario. 

8“Measuring abnormal pattern on the Revised 
Stanford-Binet Scale”—Gifford, E. V., and Myers, 
C. R. Paper presented at the Canadian Psychologi- 
cal Association Meeting, Montreal, December 1940. 
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play a peculiar and distinctive pattern of 
successes and failures on the Revised Stan- 
ford-Binet. A method was devised for the 
re-scoring of an individual Binet record in 
such a way as to show the extent to which 
this abnormality of pattern was present. 
“Pattern” scores derived in this way served 
to distinguish between psychotic and non- 
psychotic subjects in 85 per cent of cases. 
The purpose in the present experiment was 
to determine whether psychotic and psycho- 
neurotic subjects would display a similar 
abnormality of pattern on a group test of 
intelligence and, if so, whether such ab- 
normality could be quickly recognized in 
individual cases. 
The test used was “General Examination 
-M,” a paper-and-pencil group test of gen- 
eral ability prepared by a committee of the 
Canadian Psychological Association in No- 
vember 1939 for use by the Department of 
National Defence. In its original form, the 
test consisted of twelve sub-tests, four of 
which were pictorial (non-verbal). The 
battery did not, however, include a direct 
test of word-recognition and, in view of 
previous findings concerning abnormal pat- 
tern, it was decided to add a vocabulary sub- 
test for purposes of the present experiment. 
“General Examination M” (with supple- 
mentary vocabulary test) was administered 
to enlisted men in various branches of the 
armed forces in groups of about 50. Through 
the co-operation of the Ontario Department 
of Health (Hospitals Division), it was also 
administered individually or in small groups 
by staff psychologists to selected male pa- 
tients of military age. A total of 140 psy- 
chotic subjects were selected from the resi- 
dent population of mental hospitals. An 
additional group of 34 psychoneurotic sub- 
jects were chosen from among persons in 
the community known to, and under treat- 
ment at mental health clinics. The distribu- 
tion of these cases according to psychiatric 
diagnosis is shown in Table 1. To each 
of these subjects the test was administered 
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according to standard instructions except 
that, in most cases, it was administered in- 
dividually and that sub-tests Nos. 10 and 12 
were omitted in order to shorten the other- 
wise excessive time required to complete the 
battery. 


TABLE 1 
PSYCHIATRIC CLASSIFICATION 
43 
15 
8 
5 
RESULTS 


(1) Abnormal Pattern of Sub-Test 
Scores.—Using as a standard of “normal” 
performance the sub-test scores obtained by 


293 enlisted men, it was found that psychotic 
subjects, quite apart from their lower gen- 
eral efficiency, showed a distinctive pattern 
of sub-test scores. Furthermore, this ab- 
normal pattern was found to be qualitatively 
similar to that observed in psychotics on the 
Stanford-Binet scale. The results of a sub- 
test analysis of psychotic performance on 
“General Examination—M” are shown in 
the first half of Table 2. The qualitative 
similarity of this pattern of relative sub-test 
difficulty to that previously observed on the 
Stanford-Binet is indicated by the compar- 
able results shown in the second half of this 
table. 

The distinctive pattern of sub-test scores 
obtained by psychotic subjects on “General 
Examination—M” is shown graphically in 
Chart 1. A separate analysis of relative sub- 
test difficulty for each of the diagnostic cate- 
gories included under “Psychotic” (See 
Table 1), failed to reveal any significant 
differences related to diagnosis. The median 
standard scores obtained by the group of 
subjects diagnosed “Neurotic” are plotted in 
Chart 1 and indicate that these subjects dis- 
played a sub-test pattern which was similar 
to but less marked than that shown by psy- 
chotic subjects. 

(2) Re-scoring Individual Records for 
Abnormal Pattern.—In order to determine 


TABLE 2 


“PATTERN” 


“GENERAL EXAMINATION M” 


Relative difficulty of sub-tests for psychotic subjects 


Mean standard 


score f 

Non- Psy- 

psychotic chotic 

Sub-test * -293 N. 140 
Relatively Easy 

Vv 10 9.3 

No. 2 Picture assembly ....... 10 8.8 

No.9 Same-opposite .......... 10 8.1 

No. 7 Arithmetic problems..... 10 8.0 
Relatively Hard 

No. 6 Mechanical information.. 10 5.7 

No.8 Absurdities (verbal) ... 10 5.5 

No.1 Picture completion....... 10 4.9 

No.3 Absurdities (picture) ... 10 4.7 


* Sub-tests Nos. 4, 5 and 11 are omitted because they 
were found to be of neutral difficulty, t.e., neither rela- 
tively “easy” nor relatively “hard” for psychotic subjects. 

¥ For method of deriving standard scores, see appendix. 
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or PsycHotic TEst PERFORMANCE 


REVISED STANFORD-BINET (FORM L) 


Relative difficulty of items for schizophrenic subjects 


Number 
of year 
levels at 
which Average 
item ap- weighted f 
peared score value 
Relatively Easy 
9 + 35 
3 Memory for sentences...... + 10 
7 Repeating digits ........... + 10 
Relatively Hard 
4 Absurdities (verbal) ...... — 16 
3 Memory for stories........ — 21 
3 Absurdities (picture) ...... — 28 
4 Memory for designs........ — 29 


t Weight based on comparison of 100 schizophrenic an 
100 non-psychotic subjects (matched for . A?) ch 
item was compared to other items in same year level in 
respect to % passing. 
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Sub-tests - "General Zxamination- 
CHART I 
TABLE 3 
DERIVATION OF WEIGHTED VALUES FOR RESCORING ““M”’ 
| Sub-tests of General Examination ‘*M”’ 
Psychotic subjects V | 2 9 7 4 II 5 6 8 I 3 
| Mean score on sub-tests 9.3 | 81] 80] 7.5] 7.4] 57| 5.7] 49] 47 
| Mean score on whole test 6.9 | 6.9| 69] 69] 69] 69] 69] 69] 69] 69] 6.9 
| Deviation +2.4 [+1.9 +1.2 |+1.1 |+0.6 |+0.5 | —1.2 |—1.2 | —1.4 | —2.0 | —2.2 
| Weight (d) +5 | +4 | +2 +2 —2 
| 
| 
| Weighted Values (W)* 
(s) Total 
(Wy) | (We) | (Ws) | (Wr) | (Wo | (Wir) | (Ws) | (We) | (Was) | (Wa | (Wa) 
20 100 | 80 | 40 40 O | 260 | 
Standard 15 75 | 60 | 30 | 30 Oo Oo Oo 10 15 20 | 20 | 260 
Score 10 50 | 40 20 20 Oo oO 0 20 30 40 40 | 260 | 
5 25 | 20 10 10 re) oO oO 30 45 60 60 | 260 
= 


* The weighted values are obtained from the standard scores thus: 
Wy =s X dy, We = 8 X do, ---- for positive values of d. 
We = (s — 20) X de, Ws = (s — 20) X dg, +--+ for negative values of d. 
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the extent to which an individual subject did 
or did not show the distinctive arrangement 
of sub-test scores characteristic of psychotic 
subjects, a table of weighted values was con- 
structed. The method used in deriving these 
values is shown in Table 3. 

Here the sub-tests are arranged in order 
from those which were relatively the easiest 
for psychotics to those which were relatively 
the most difficult. Only the four sub-tests at 
each extreme were used for re-scoring. 
Weights assigned to each of the sub-tests 
were approximately in proportion to the 
differences between the means for psy- 


To test the efficiency of this method of 
rescoring in individual cases, scores on 
sub-tests were translated into these weighted 
values and “pattern” scores calculated 
for all subjects. The distribution of such 
scores obtained by psychotic subjects and 
by non-psychotic subjects is shown in 
Chart 2. There is a 26 per cent overlap be- 
tween the two distributions. If a critical 
value is taken at 280 points, then 74 per 
cent of the psychotic subjects score above 
this value whereas 73 per cent of non-psy- 
chotic (army) subjects score below this 
value. 


GENERAL EXAMINATION 


DISTRIBUTION OF PATTERN SCORES 


' 


PSYCHOTIC 
N:140 


_4 
OVERLAP -26% 
CRITICAL VALUE: 280 


-74Y OF PSYCHOTICS ABOV 


ta -73 Yo OF NORMALS BELOW 
a 
‘ 
8 \\NORMAL(ARMY) 
6 
4 ‘ 
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chotics and the means for normals. An arbi- 
trary constant was added to each negatively 
weighted score for convenience in manipu- 
lation. 

The effect of this weighting is that a sub- 
ject will obtain a high “pattern” score if he 
does well on sub-tests that are relatively easy 
for psychotics; he will also obtain a high 
“pattern” score if he does poorly on sub- 
tests that are relatively difficult for psy- 
chotics. On the other hand, subjects whose 
standard scores on sub-tests are fairly regular 
(whether at a high or low level) will obtain 
some high weighted scores but these will be 
balanced by others which are low. Thus a 
horizontal line of standard scores in Table 3 
always gives a “pattern” score of about 
260 points, whereas high standard scores on 
the easy sub-tests (v, 2, 9 and 7) with low 
standard scores on the difficult sub-tests (6, 
8, 1 and 3) will give a “pattern” score well 
in excess of 260 points. 


“Pattern” scores for the 34 “neurotic” 
subjects were found to provide a distribu- 
tion mid-way between the two shown in this 
chart. 


SUMMARY 


A comparison of the performance of psy- 
chotic and neurotic subjects with that of non- 
psychotic subjects on “General Examination 
—M” showed that the patients had a dis- 
tinctive pattern of sub-test achievement. A 
method was devised for measuring the ex- 
tent to which an individual subject exhibits 
this abnormality of pattern in his perform- 
ance on the test. Application of this method 
to a trial group of records, served to dis- 
tinguish between psychotic and non-psychotic 
subjects in about 75 per cent of cases. A 
similar abnormality of pattern (less marked 
in degree) was displayed by “neurotic” 
subjects. 

It is suggested that this method of identi- 
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fying abnormal performance on a group in- 
telligence test, though it is not capable of 
differentiating clinical types, offers an eco- 
nomical means of selecting an enriched sam- 
ple of psychiatric “suspects” for individual 
clinical examination. 


APPENDIX 


METHOD OF OBTAINING STANDARD SCORES ON THE 
Sus-TEsts oF GENERAL EXAMINATION “M” 


In order to compare the performance of any man 
on any two sub-tests, the scores for each sub-test 
had to be expressed in terms of the standard devia- 


TABLE 4 


DERIVATION OF STANDARD SCORES BY FREQUENCIES 


2 
N 
x x 
< 
+3.0 99.86 292.6 293.1 293rd man 
+2.5 99.38 291.2 291.7 292nd man 
+2.0 97.72 286.3 286.8 287th man 


+1.5 93.32 273.4 273.9 274th man 
+1.0 84.13 246.5 247.0 247th man 


+0.5 69.15 202.6 203.1 203rd man 

0.0 50.00 146.5 147.0 147th man 
—0.5 30.85 90.4 90.9 gist man 
—I.0 15.87 46.5 47.0 47th man 
—1.5 06.68 19.6 20.1 20th man 
—2.0 02.28 6.7 ae 7th man 
—2.5 00.62 1.8 23 2nd man 
—3.0 00.14 0.4 0.9 Ist man 


* A—percentage of cases which fall below this level in 
a sample of infinite size. 

~ One half has to be added to every step here in just 
the same way as one half is added when finding the 
median. 


tion from the mean. If the distributions of sub- 
test scores had approximated closely to the normal 
curve of error, there would have been no difficulty 
in obtaining standard scores by the usual method. 
Unfortunately, however, the majority of distribu- 
tions of sub-test scores were very irregular or 
skewed. The meaning of each raw score in terms 
of the standard deviation had, therefore, to be de- 
termined directly from the observed frequencies. 
There were 293 scores on each sub-test available 
for these estimations. The median is the point 
below which 50 per cent of the scores are located. 
In the present instance that is the point on the 
scale where the 147th score lies (when scores are 
arranged in order of merit). In like manner, it 
can be estimated that the standard points on the 
scale, which correspond to —1 sigma and +1 
sigma, respectively, are found where there are 


‘SCREENING’ OF LARGE GROUPS 
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15.9 per cent of the scores below or above them; 
that is to say, here, the raw scores of the 47th man 
and of the 247th man are located at these points on 
the scale. The derivation of the set of standard 
points which were used in the present instance is 
shown in Table 4. If the sample had been larger, 
the range could have extended beyond + 3 or —3 
sigma, but, with less than 371 cases, the range of 
known values does not quite reach out as far as 
3 sigma. 

Once the points were determined in this way, 
each test was rescored in terms of units which 


METHOD OF TRANSLATION OF SKEWED DISTRIBUTION 
OF 293 RAW Scores ON TEST 3 INTO 
STANDARD SCORES 


ribution 


Standard score 


in 
points 


(a) 
4X (a)+10 


is 


(293rd man 3 
293 \292nd man A = 
287th man 2 ) 
19 288 274th man 
17 10 254 247th man I I4 
16 24 13 
15 30 214 203rd man 4 12 
14 33 178 147th man 
12 33 116 QIst man —} 8 
10 16 54 47th man —I 6 
é 7 25 20th man —1} 4 
7 3 3 
5 3 3 
4 2 7 7th man —2 2 
3 I 2 2nd man —2$ oO 
I I I Ist man — —2 


*In (b) the intermediate values are filled in: if two 
values are at the same place in (a) the mean is taken. 


were each approximately equal in value to } sigma. 
For convenience, a constant quantity was added to 
each converted score, so that the median score for 
each test was 10 units. In Table 5 the method of 
translation of raw scores into standard scores is 
shown in detail. This is a very rapid method of 
obtaining standard scores from any type of 
distribution. 

In effect, it transforms the distribution into a 
normal curve of’ error. Once the raw scores have 
been translated they can be treated additively and 
the median raw score becomes the mean of the 
new distribution. 
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DISTURBANCES OF BEHAVIOR IN PATIENTS WITH 
DISSEMINATED SCLEROSIS * 


By ORTHELLO R. LANGWORTHY, M.D., LAWRENCE C. KOLB, M.D. 
AND 


SERGE ANDROP, M.D. 


Patients with disseminated sclerosis often 
show abnormalities of behavior; these have 
to do largely with emotional instability. 
Some of these difficulties can be related di- 
rectly to the organic disease in the central 
nervous system. It must be realized, how- 
ever, that the symptoms which develop after 
puberty represent but a step in the unfolding 
of the personality. The heredity and previous 
background of the individual must be con- 
sidered as well as his personal reaction to the 
disability. It will be found that certain types 
of disturbance are characteristic of the proc- 
ess itself whereas others reflect the reaction 
of the patient. The difficulties of these indi- 
viduals vary with the stage of the disease 
(Brown and Davis, 1922, Cohen and Gavi- 
gan, 1937 and Malone, 1937). 

We have been making a detailed study of 
patients with disseminated sclerosis examined 
in this clinic during the last eleven years and 
have made an effort to follow their progress 
since they left the hospital. From the group 
199 were selected for particular attention in- 
asmuch as the diagnosis appeared well sub- 
stantiated. Sixteen of these patients finally 
presented serious behavior problems and 
were placed in mental hospitals. A total of 
37 presented obvious behavior disturbances 
at some time during their illness. 

Perhaps it may be said that the majority of 
patients with multiple sclerosis have an un- 
usually attractive personality. This is depen- 
dent largely upon the euphoric outlook and 
emotional instability which are so frequently 
encountered in the disease. In summarizing 
the records it is evident that at least 26 of the 
I99 patients were so obviously euphoric that 
a comment was made. These patients tend 
to meet people easily and seem extremely 


‘From the sub-department of neurology, the 
Johns Hopkins University, Baltimore, Maryland. 

This and other studies of disseminated sclerosis 
were generously supported by the John and 
Mary R. Markle Foundation. 


grateful for any attention. They tell their 
doctor that they are much improved, although 
no change is apparent to the observer. 

Associated with later stages of the disease 
forced laughing and crying often develop. 
These reactions form part of the syndrome of 
pseudobulbar palsy. They are thought to be 
release phenomena due to the freeing of 
bulbar mechanisms from control by the 
cerebral cortex. Such symptoms tend to 
appear when the corticobulbar pathways are 
injured bilaterally. Eleven of the patients 
seen in the clinic showed abnormal laughter 
while only two were reported as crying. 
Laughing occurs more often than crying in 
patients with disseminated sclerosis. Certain 
cases show rapid changes of mood from 
laughter to tears and back again. 


Cases DIAGNOSED AS HYSTERICAL 


It has long been known that the early 
symptoms of disseminated sclerosis are often 
mistaken for hysteria. There appear to be 
several reasons for this error. The first com- 
plaints often seem bizarre and few objective 
abnormal findings can be demonstrated on 
careful examination. The symptoms fre- 
quently disappear spontaneously. The per- 
sonality is unstable. Thus it comes about that 
individuals who have a number of attacks of 
transient numbness or paralysis, later show 
definite signs of organic disease of the ner- 
vous system. It has been stated that many 
young girls described as hysterical, later 
show signs of disseminated sclerosis. In this 
clinic we are always cautious in the diagnosis 
of hysteria and tend rather to reserve judg- 
ment. The following cases illustrate mis- 
taken diagnoses. In these histories reports 
of laboratory tests upon the blood and spinal 
fluid have been omitted when negative. 


Case 1.—C. D. (J. H. H. 59837), a white male, 
was admitted to this hospital at the age of 29 
years. Suddenly, while doing manual labor, his 
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hands and feet became numb. At this time he was 
suffering from an acute upper respiratory infec- 
tion. He recovered the use of his extremities 
within a few days and was discharged as cured. 

The psychiatrist elicited a story of “nervous- 
ness” for the previous four months. This was pre- 
cipitated by an emotional shock. He had witnessed 
an automobile strike and kill a child, and had him- 
self carried the child to the hospital. His hands 
were covered with blood and he brooded over the 
fact that his own child barely escaped a similar 
accident shortly before. Afterward he complained 
of weakness, feelings of chills passing up and down 
his spine, insomnia and nightmares concerning the 
accident. There were no other unusual features 
in his behavior. He had no bizarre ideas. The 
mental status was normal. It was felt that the 
patient had “an hysterical element in his make up” 
brought out by a recent attack of influenza and in 
the setting of apprehension and worry over the 
accident. 

Two years later he became paralyzed in all ex- 
tremities. Swallowing was difficult but he was able 
to speak. Both optic discs were pale. There was 
nystagmus on looking to the right. Mild spasticity 
was present in the right arm and leg. Both arms 
showed ataxia and intention tremor. The Rom- 
berg test was positive. There were bilateral 
Babinski reflexes and ankle clonus. 

On psychiatric examination at this time he was 
depressed, paranoid and had serious homicidal 
trends. He struck his daughter and at one time 
threatened to burn his home. He was _ worried 
over the development of impotence and had numer- 
ous crying spells. He talked of suicide. 

The later history from the Springfield State Hos- 
pital recorded emotional instability and irritability. 
He had outbursts of temper threatening to kill him- 
self, wife and daughter. He was impotent but in- 
sisted on intercourse. He accused his wife of in- 
fidelity. He talked continually about sexual acts, 
bothered his wife at night and would not let her 
sleep. He set fire to the house and turned on the 
gas. Examination revealed no mental deterioration. 
Insight was poor but otherwise the sensorium 
was intact. 


This patient’s first complaints of numbness 
in the limbs were regarded as hysterical, but 
later he developed signs of organic disease of 
the nervous system characteristic of dissemi- 
nated sclerosis. Paranoid trends then re- 
quired his confinement to a state hospital. 
The first symptoms were apparently precipi- 
tated by an acute infection. 

The initial symptoms were undoubtedly 
due to minute lesions in the sensory pathways 
and were misconstrued by the attending phy- 
sicians. Sexual impotence and the other 
physical disabilities due to the disease itself 
led to difficulties at home and at work. The 
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paranoid and homicidal trends represent the 
patient’s rationalisation of his physical dis- 
abilities. 


Case 2.—I. F. (J. H. H. 51448), a white woman, 
came to the hospital because the right side of her 
face suddenly felt numb. Three months earlier she 
had noticed that her fingers were numb and she 
could not maintain her balance while walking. She 
complained of dimness of vision and black spots 
in front-of her eyes. There was a doubtful papil- 
ledema; therefore, she was admitted to the hos- 
pital for study. There were few objective findings 
on neurological examination. It was found that 
the girl had an unhappy lonesome life in poor 
surroundings and brooded over a broken romance. 
The diagnosis of hysteria was made. 

At the time of a later hospital admission the 
following abnormalities were observed. The left 
palpebral fissure was narrower than the right. 
There was a horizontal nystagmus. Speech was 
dysarthric. There was complete paralysis of the 
left arm and leg. Finger-nose test was performed 
poorly with the right arm. There was difficulty 
in starting micturition. The left hand and leg felt 
numb and dead. Sense of position was lost in the 
left fingers and toes. The tendon reflexes were 
greatly increased on the left. There were bilateral 
ankle clonus and a left Babinski response. The 
diagnosis of disseminated sclerosis was made. 


The early symptons were multiple and 
transient. They were unassociated with any 
clear signs of disease of the nervous system. 
The presence of personal and domestic dif- 
ficulties in the life of this young woman 
seemed to serve as an adequate explanation 
for the development of apparently neurotic 
symptoms which were later shown to have an 
organic basis. 


CASES WITH DIFFICULT SOCIAL 
ADJUSTMENT 


A certain group of patients with multiple 
sclerosis have so much emotional instability 
that relations with their family and associates 
are difficult. Some examples may be given. 


Case 3.—C. R. (J. H. H. 7870), a white male, 
was a patient at this hospital at the age of 18 
years. At that time the diagnosis of multiple 
sclerosis was made. Two years earlier the patient 
noticed diplopia. At about the same time numb- 
ness developed in the hands and legs. These 
symptoms were recurrent and there had been from 
ten to twelve exacerbations and remissions. 

Examination revealed pallor of the temporal sides 
of the optic discs. There was diplopia on looking 
to the left and a horizontal nystagmus. The patient 
complained of numbness of the left side of the face 
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and the corneal reflex was less active on this side. 
The facial and masticatory muscles were weak on 
the right. There was an impairment of hearing 
in both ears. Both arms showed ataxia and in- 
tention tremor. The patient walked with difficulty 
using a cane; the gait was both spastic and ataxic. 
Appreciation of pin prick and cotton wool was 
lost in the legs. 

All the neurological signs and symptoms soon 
disappeared. He walked almost normally when 
he left the hospital after a stay of three months. 

Little was heard from him for thirteen years 
until a letter was received from his wife in answer 
to an inquiry about his condition. “Mr. R. and I 
were married two years ago. All I knew then was 
that, due to an injury to his spine when he was 
quite young, he would never be strong enough to 
handle a job which necessitated heavy work, al- 
though the United States Army accepted him for 
service. Since then I have noted that he gets 
quite moody. Every few months he goes away for 
a few days, without any reason, without letting 
anyone know where he is going; possibly when he 
leaves he has no idea himself where he is going. 
At the time of this writing he has been gone since 
November 30 (now December 18). He left no 
word, had no reason that I know of for leaving 
and has not been heard of since. He is very 
nervous and [ attributed it to his spinal injury.” 

Due to the efforts of his wife it was possible to 
see this patient again. After leaving the hospital 
he was able to pass the physical examination and 
enter the army. His symptoms soon reappeared 
and he was discharged. He has had trouble ob- 
taining permanent work partly due to physical 
disability but largely to disturbances of mood. 

The patient stated that he left home periodically 
because he was worried that he could not get work. 
When he did have a position he was cross and 
irritable with his associates and employers. He felt 
that the whole world was against him and at times 
he became very despondent, irritable and ugly. He 
was described as selfish, spoiled and never willing 
to help the family economically when funds were 
low. There was one attempt at suicide. This 
followed an argument with his brother about work. 

Examination revealed a neat, presentable, cooper- 
ative affable man who did not appear depressed. He 
giggled at the slightest provocation and said that 
this lack of emotional control caused him consid- 
erable embarrassment. The optic discs were white 
and nystagmus was present. Speech had a slurring 
quality. There was awkwardness and ataxia of 
both arms. The gait was staggering. There were 
bilateral Babinski reflexes. There was no evidence 
of mental defect. The patient seemed to sum up 
the situation well in the following statement “up 
until I was 16, I talked to people nice and made 
friends easily and didn’t lose them.” 


There is no way in which this patient’s 
psychological difficulties can be related spe- 
cifically to the organic disease. It might be 
argued that his behavior difficulties were the 


result of his reaction to the disability. This 
case illustrates that euphoria is not neces- 
sarily the predominant mood reaction with 
multiple sclerosis. 


Case 4—D. B. (J. H. H. J77968) was a white 
woman first seen in this clinic at the age of 28 
years. Seven years previously her gait became un- 
steady and this has increased progressively. When 
examined this woman talked constantly. There was 
incoordination and intention tremor of both arms; 
the legs were markedly ataxic. 

Psychiatric study showed that the patient had 
compulsive trends including handwashing all her 
life. The strain of the organic illness made the 
compulsive phenomena more dominating. She was 
described as a hardheaded, critical individual. 

Three years later the organic signs had pro- 
gressed further. There was blurring of vision and 
scanning speech. Her gait was less steady. It was 
felt that she did not walk as well as her neuro- 
muscular apparatus ought to permit and the hand- 
washing compulsion was becoming worse. For 
these reasons she was referred again to the 
psychiatrist. 

To him she appeared cheerful, without any par- 
ticular worries and said she was not “bothered” 
by multiple sclerosis. Nevertheless she stated that 
she had never ventured outside her home for the 
last three years unless accompanied by some mem- 
ber of the family to whom she could cling for sup- 
port. She stated she was eager and willing to walk 
but knew that she could not do so and that people 
brushing her on the street would knock her over. 
She, however, entirely dismissed the suggestion 
of using a cane and appeared perfectly satisfied 
with her present effort and its results. The patient 
admitted that handwashing had become more im- 
portant to her, “but not a great deal.” She argued 
about its necessity on the basis of infection with 
“athlete’s foot” and the danger of spreading the 
infection elsewhere on the body. She claimed to 
be in no distress because of the trouble the com- 
pulsion caused her. 

Her conversation was circumstantial and endless 
and it was necessary to bring her back constantly 
to the topic. Her mood was neutral. She had no 
hallucinatory or delusional ideas but admitted to a 
fear of crowds. 


It was not felt that the compulsive activity 
and this woman’s general inadequacy were 
related directly to the pathological changes 
in the nervous system although they were 
magnified by her physical defects. 


Case 5.—T. C. (J. H. H. J82025) was a 53- 
year-old white man who was referred to the neu- 
rological clinic from psychiatry with the diagnosis 
of ataxic paraplegia. No clear history of the illness 
could be obtained. There was retrobulbar neuritis 
with central scotomata. Speech was monotonous in 
tone and had a slurring quality. The gait was 
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ataxic. Tone was decreased in the legs and there 
was a diminution in perception of vibration and 
passive movement below the knees. 

The patient said that he heard a voice talking 
to him, and he spoke continually of suicide. He was 
irritable, depressed, worried and emotionally un- 
stable. Orientation was inexact, memory defective 
and judgment poor. 


This is the only patient that was referred 
from the psychiatrist with the suggestion 
that many of the abnormalities were depen- 
dent upon the multiple sclerosis. The depres- 
sive reaction was the most prominent aspect 
of his illness at this time. In the other in- 
stances the patients were referred to the psy- 
chiatrist because of behavior difficulties 
which developed during the course of the 
disease. 


PATIENTS WITH MARKED ORGANIC AND 
BeHAvior DIFFICULTIES 


Often the problem of proper care of pa- 
tients with chronic disease of the nervous 
system is a difficult one. Therefore patients 
of this type may be admitted or treated in 
psychiatric hospitals when the psychological 
problem alone would not justify admission. 
The following are cases of this type. 


Case 6.—A. W. (J. H. H. J18091) was a white 
man first seen in the neurological clinic at the age 
of 32. There was a period of double vision eighteen 
years earlier and again nine months before coming 
to the hospital. For ten months he had trouble 
with tremor of the legs and his speech had been 
abnormal for two weeks. On first examination 
there appeared to be a dulling of mentality. The 
patient was depressed and his memory was de- 
ficient. There was horizontal nystagmus and a 
slurring of test phrases. Both legs were spastic and 
bilateral ankle clonus and Babinski reflexes were 
present. Incoordination and ataxia were found in 
all extremities. There was a Romberg response and 
perception of vibration was lost below the knees. 
Later, central scotomata developed in both eyes. 

Some time afterward he was committed to Spring 
Grove State Hospital because he was doing things 
unreasonable to his wife such as cutting down the 
rose bushes and honeysuckle in the garden and 
the box hedge along the walk. He threatened to 
kill himself and refused to eat. No mental deterio- 
ration was noted. 


Case 7.—W. M. (J. H. H. 184754), a white male 
of 25, complained of ataxia followed by the sudden 
onset of dimness of vision. The retrobulbar neu- 
ritis resulted in pallor of the left disc. The gait 
was ataxic. There were bilateral Babinski reflexes. 

The patient caused numerous family quarrels and 
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finally left his wife. His mood was euphoric. He 
developed a tic of clearing his throat. His family 
continually told him that he was crazy and should 
be placed in a mental hospital. 

Later the family became disturbed because the 
patient planned to marry again. He became irritable 
and would not wash. His eating habits were 
peculiar. He would gobble up a pound of candy 
and then go to bed with a loaf of bread. He was 
committed to a state hospital where he remained 
for only a short time. His difficulties were related 
largely to emotional instability and poor judgment. 


PATIENTS WITH Major BEHAVIOR 
DISORDERS 


Certain patients with disseminated sclerosis 
develop severe behavior disorders which 
necessitate their care in an institution. There 
is often a great increase in sexual urge al- 
though the male patient may be almost or 
completely impotent. 

CasE 8.—W. N. (B. C. H. 32650) was a white 
male first seen at the age of 27. His illness had 
developed rather rapidly during the preceding 
year to a point where he was unable to walk. The 
patient was labile, apprehensive and fearful. Speech 
was slow, drawling and of scanning type. There 
was a pronounced tremor of the head, trunk and 
outstretched hands. Signs of injury of the cortico- 
efferent pathways were present in all extremities. 

The patient immediately became a behavior prob- 
lem on the ward. He was surly, impudent and un- 
controllable. He did nothing he was asked to do, 
deliberately disobeyed, was resentful of interference 
and advice, resistive, belligerent and at times 
combative. He frequently exposed himself and 
masturbated openly. He made advances to nurses 
and threatened individuals on numerous occasions. 

The patient was quite cooperative during a psy- 
chiatric examination and tried in every way to be 
helpful. He showed normal spontaneity and his 
replies were relevant and coherent. His mood was 
one of mild euphoria. He seemed happy and con- 
tented. His thought content showed no distortion 
and the sensorium was adequate. 

He was transferred to the Spring Grove State 
Hospital where the report mentions euphoria, emo- 
tional instability, uncontrollable temper, sex in- 
discretions and exhibitionism. 


CasE 9.—L. B. (J. H. H. 34013), a white female, 
was first seen in 1930 at the age of 52 complaining 
of increasing unsteadiness of gait. One paternal 
uncle was insane. At 13 years of age she had 
“inflammation of-the fluid part of the eye” associ- 
ated with transient blurring of vision. When she 
was 24 years old she suffered a “nervous break- 
down” with crying spells for two or three weeks 
and inactivity for nine months. Three years later 
she noticed numbness of both hands, especially the 
left and five years after this she had similar 
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numbness extending to the level of the elbows. 
At the age of 37 she felt numbness from the 
shoulders down, more marked on the left side. A 
second “nervous breakdown,” similar to the first, 
was precipitated by the death of her mother when 
she was 46. There was dizziness on lying down. 
Two years later the left foot became weak and 
dragged when walking. Shortly thereafter there 
was a recurrence of dizzy spells and her legs be- 
came cold below the knees during the summer 
months. 

Examination revealed pallor of both optic discs. 
The finger-nose test was performed poorly and 
with a terminal tremor. The left arm was weak 
and awkward. There was ataxia of the legs. The 
Romberg test was positive. The abdominal reflexes 
were absent and the plantar responses equivocal. 

In 1932 the patient was admitted to Springfield 
State Hospital. At that time she showed an un- 
justifiable sense of well-being and a feeling that 
things were going all right. She believed that 
some of the patients were “figure-heads.” She felt 
that she was the subject of tests and that she must 
do things exactly right. Orientation and memory 
were satisfactory. At times she answered ques- 
tions concerning general information easily but 
at other times was confused. The patient did not 
realize why she had to be hospitalized. The main 
trend appeared to be of a paranoid nature; this 
was centered about sex indiscretions before her 
marriage. She was religiously unstable. There 
was a tendency to exhibitionism. 

The final examination revealed slight mental de- 
terioration and mild defects in memory and 
judgment. 


The chronological story of the patient’s 
life shows intermittent neurological symp- 
toms. Some of these, such as the paresthesias, 
ataxia and possibly the disturbance of vision 
were due to multiple sclerosis. There were 
two distinct periods of depression with a 
final episode of mild elation with paranoid 
trends. It will be remembered that there was 
a history of insanity in the family. It is 
doubtful if the two sets of symptoms are 
directly related, although those dependent 
upon organic disease may have accentuated 
her behavior disturbances. 


Case 10.—E. A. (J. H. H. 46552) was a white 
male first seen in this hospital at the age of 27. 
Three years earlier, while serving a term in the 
penitentiary for theft of an automobile, he de- 
veloped difficulty in walking due to marked ataxia 
of the legs. Examination revealed a central scotoma 
in the field of the left eye, nystagmus, scanning 
speech, signs of injury of the cortico-efferent and 
cerebellar pathways bilaterally. 

Four years later the patient became ugly and 
unmanageable at home, threatening bodily harm 
to his mother. He had always had trouble in hold- 


ing positions due to his tendency to quarrel, and 
had several court convictions during boyhood and 
adult life. By order of the court he was trans- 
ferred to the City Hospital (U. 36). There he was 
a source of constant disturbance with his excessive 
talking, profanity and vulgarity. He struck a 
nurse in the face and cut an orderly on the arm. 

Psychiatric study revealed a flow of thought 
which was coherent and relevant but somewhat il- 
logical. He showed definite moodswings from one 
extreme to the other. There were paranoid and 
grandiose ideas. People did not like him for no 
apparent reason. He promised to pay for his care 
“a cool million dollars” after his next prizefight. 
The patient was well oriented. His memory for 
past and recent events was fair. Ability of reten- 
tion and recall as well as calculation was very 
much impaired. There was an obvious lack of 
insight into his condition and much preoccupation 
with erotic trends. 

Because of these behavior difficulties he was 
transferred to the Springfield State Hospital. 
There. “no women visitors or nurses are allowed 
to see him as he talks obscenely and makes indecent 
proposals. He is irritable, noisy, stubborn and 
pugnacious.” This patient showed some evidence 
of mental deterioration. 


From the early history it appears that this 
man presented a psychopathic personality. 
This was modified and exaggerated by his 
physical defects. Eventually it was necessary 
to commit him. 


DISCUSSION 


Fifty-six patients of our series of 199 cases 
of multiple sclerosis seen during an eleven 
year period showed some disturbance of be- 
havior that excited comment during the 
course of their illness. Of this group 16 were 
admitted to psychiatric hospitals. On the 
basis of these findings approximately one 
patient in 12 with the disease may be ex- 
pected to require institutional psychiatric 
help at some time. 

We have classified the cases into several 
groups: those that presented symptoms sug- 
gestive of hysteria or other seemingly neu- 
rotic manifestations, those with emotional 
disturbances that made adjustment at home 
difficult, those with minor disturbances of 
behavior causing hospitalization, and finally 
those with serious psychotic trends. 

It is worthwhile again to point out that 
vague paresthesias, weakness and isolated 
sensory defects may be premonitory of more 
serious symptoms of multiple sclerosis even 
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when the patient presents the personality and 
the background that seems consistent with 
a diagnosis of a neurosis. The physician with 
a predominantly psychological outlook which 
neglects the organic disorders of the nervous 
system will be expected most often to mis- 
interpret such cases. This is not to say that 
the two conditions may not be coexistent. 
Healy (1909) and Soderbergh (1925) have 
reported cases where this error has been 
made. 

Euphoria, an outlook both happy and ill- 
judged in the face of the individuals’ obvious 
difficulties, has been consistently stressed as 
a particular feature of the personality of the 
multiple sclerotic patient. This was specifi- 
cally noted in only 26 of our cases. They 
often showed genuine pleasure when visiting 
the physician, with expressions of real hope 
of improvement even though the disability 
was severe and of long standing. Euphoria 
was more obvious in patients with well 
marked physical signs. The forced laughing 
and crying should be separated from the 
euphoria, although perhaps the latter is only 
a mild degree of the former. Forced laughter 
and crying are interpreted as due to inter- 
ruption of the corticobulbar tracts on both 
sides. There is at the same time a partial or 
complete picture of pseudobulbar palsy. Un- 
usual feelings of well-being and lack of 
restraint are constantly mentioned as occur- 
ring after bilateral lesions of the frontal 
lobes. The euphoria of multiple sclerosis 
might be interpreted perhaps as due to inter- 
ruptions of the projection fibres of these 
lobes. Cohen and Gavigan (1937) come to 
much the same conclusion. Cottrell and Wil- 
son (1926) were particularly interested in 
this problem but added few new data. 

In the past the grandiose euphoric picture 
that some patients have displayed has been 
either confused with paresis, likened to it or 
explained as due to a combination of the two 
diseases in the same patient. For instance 
Hunt (1903) presented a case as the “com- 
bined type’ but without any evidence of 
syphilis by serological tests. He discussed 
earlier cases with a paretic-like picture. Kap- 
lan (1904) and Dercum (1912) reported 
other examples. With the present sensitive 
serological tests for syphilis such cases are 
now not thought to be paretic. 


Preoccupation with sexual matters has 
been observed before. Lannois (1903) and 
Howes (1927) described the exaggerated 
erotic character of their patients and Ross 
(1913) mentioned sexual preoccupations in 
two of the five cases seen in the Royal Edin- 
burgh Hospital. In our group seven exposed 
themselves or committed aggressive sexual 
acts. A number of the males in this group 
were known to be impotent. This type of 
behavior represents, no doubt, the patients’ 
reaction to his sexual deficiency. 

Those patients who were committed to hos- 
pitals presented no characteristic pattern of 
disturbance. Predominantly depressive fea- 
tures, hypomania, paranoid trends and 
grandiose psychoses all were seen. This 
again demonstrates that the psychopathology 
is dependent upon the personality makeup 
and not upon the type of organ pathology. 

It is to be remarked that commitment was 
usually due to behavior disturbances and not 
to mental deterioration. The latter is unusual 
and when it does occur is probably due to 
interruption of the intracortical fibres but 
not to cortical damage itself. It is well known 
that plaques may be found in the white mat- 
ter of the cerebral cortex and brain stem. 
The position of the plaques show all pos- 
sible variation and similarly the disturbances 
of function are of many types. They have 
been the subject of a number of reports 
(Guiraud and Abely, 1932). 

Hunt (1903) believed that the milder psy- 
chological alterations could be summarized as 
mental dullness and apathy, mild states of 
excitation or depression, emotional instabil- 
ity, undue mental complacency and content- 
ment. With the progression of the disease 
the mental impairment increased and in the 
later stages a partial dementia is not uncom- 
mon. A group of cases is characterized by 
a preponderance of mental symptoms which 
may appear early in the course of the disease. 
Uyematsu (1920) described a case which 
showed at the beginning typical manic-de- 
pressive manifestations; later a constantly 
progressive dementia occurred. Bassoe’s 
patient (1917) imagined he had made im- 
portant inventions ; later he became delirious 
and noisy. 

Ross (1915) pointed out that Charcot laid 
great stress on the mental symptoms. Ross 
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found five cases of multiple sclerosis among 
750 cases at the Royal Edinburgh Hospital. 
Impairment of intellect when present is seen 
especially as a memory defect. Patients may 
suffer from acute delirium and paranoid 
ideas do occur. There is an enfeeblement of 
the intellect as a whole and a disturbance of 
emotion usually expressed as depression or 
irritability. The disease as far as the mental 
symptoms are concerned presents an incon- 
stancy, irregularity and polymorphism which 
exactly corresponds to the irregular and poly- 
morphic nature of the lesions. 

Views as to the number of these cases seen 
by psychiatrists vary considerably. In a per- 
sonal communication Dr. A. E. Bennett 
stated that he had only observed one case of 
multiple sclerosis in a series of approximately 
200 who seemed to require guardianship. 
On the other hand Dr. C. H. Creed was able 
to supply abstracts of eight cases committed 
to the Athens State Hospital. Patients are 
likely to consult the practicing psychiatrist 
for diagnosis. They are not followed to the 
later stages of the disease when commitment 
may be required. 

Behavior difficulties are much more fre- 
quent in the series as a whole than the admis- 
sions to psychiatric hospitals would indicate. 
Many of the patients are so incapacitated 
physically that they are prevented from much 
over-expression of their psychoses. In recent 
years it has been shown by the various meth- 
ods of shock therapy that a modification of 
the psychotic trends can be brought about 
by damage to cerebral structures. Frontal 
lobectomy is the best example of this kind. 
The antisocial trends of the multiple sclerotic 
may also be favorably influenced from the 
social standpoint by the organic damage to 
the brain. 


SUMMARY 


Sixteen of 199 cases of disseminated 
sclerosis which have been the subject of de- 
tailed study were admitted to psychiatric hos- 
pitals sometime during the course of their 
illness, The early transient attacks of numb- 
ness or palsy are often considered to be 


hysterical manifestations. Sclerotic plaques 
often occur in the white matter of the fore- 
brain and may produce mental symptoms. It 
is important also to take into consideration 
the fundamental behavior pattern of the indi- 
vidual and the personal reactions to the ill- 
ness. Emotional instability was the basis for 
the difficulties which caused many of the indi- 
viduals to consult a psychiatrist. Often overt 
sexual activity, sometimes associated with 
impotency, caused difficulties of adjustment. 
All patterns of maladjustment have been 
seen. 
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THE ELECTROENCEPHALOGRAM OF NORMAL CHILDREN 
EFFECT OF HYPERVENTILATION 


By NORMAN @Q. BRILL, M.D., ann HERTA SEIDEMANN, M.D. 
New York, N. Y. 


That the brain potentials of children dif- 
fered from those of adults, was first recog- 
nized by Berger(1), and has since been con- 
firmed by other observers. The establishment 
of normal standards for children therefore 
became an urgent necessity, since the findings 
in children could not be judged by adult 
standards. The studies of Lindsley(2) and 
Smith(3) contributed greatly toward the 
establishment of such standards. 

In studying the effect of hyperventilation 
on the electroencephalogram, we were im- 
pressed with the observation that children 
were much more apt to develop dysrhythmias 
than adults. Since the occurrence of the dys- 
rhythmia in adults could, with few excep- 
tions, be considered abnormal, a control 
series was indicated in children to determine 
whether the induced dysrhythmias were of 
equal significance with those seen in adults. 
At the time this investigation was under- 
taken, no observation on the effect of hyper- 
ventilation on the electroencephalograms of 
normal children had been reported.* The in- 
terpretation of dysrhythmias produced in 
children by this procedure was, consequently, 
extremely hazardous. We studied, therefore, 
the records of 100 normal children with par- 
ticular attention to the development of dys- 
rhythmias by hyperventilation. We also ob- 
served the frequency of the alpha activity and 
the incidence of slow waves, which in adults 
are considered abnormal. 


MATERIAL 


One hundred and twenty-six children were 
examined. Of these, only 100 were utilized 


1 Presented at a meeting of The New York Neu- 
rological Society, February 4, 1941. 

From the neurological divisions, Montefiore Hos- 
pital and Morrisania City Hospital, New York. 

This work was aided by grants from the Frances 
and John L. Loeb Foundation in memory of Arthur 
Lehman, and the Hilda Stich Stroock Fellowship 
Fund. 

2 Recently, Lindsley, who had apparently been 
working along the same line, reported the result of 
hyperventilation in 34 normal children. 
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in this study, the remainder having been ex- 
cluded because of histories of behavior dis- 
orders, head injuries, previous convulsions 
or serious past physical illness, or because 
histories of epileptic disorders were obtained 
in parents or siblings. 

The 100 children studied were in good 
health, with all those over the age of 6 at- 
tending school. Their histories were negative 
except for the usual childhood diseases. 
None presented any behavior problems and 
there was no history of epilepsy in their 
families. The age range was from 4 to 14 
and both girls and boys were included with- 
out selection. From history and scholastic 
attainment, all of the children were appar- 
ently of average intelligence. 


APPARATUS AND PROCEDURE 


A four channel, push-pull, ink writing, 
resistance-capacity coupled electroencephalo- 
graph built by Mr. Albert M. Grass of the 
Harvard Medical School was used in all the 
examinations. Electrodes, consisting of small 
solder discs, were attached to the skull with 
collodion, contact with the scalp being facili- 
tated with electrode jelly. In all cases, bi- 
polar leads were used from the occipital to 
the central or frontal regions. Simultaneous 
recordings were taken from right and left 
sides and from the anterior and posterior 
portions of the hemispheres. 

The children were examined while in a 
sitting position in a comfortable chair, with 
the eyes closed and in a partially darkened, 
but not sound-proof, shielded cage. All 
movements of the subjects could be easily 
seen by an observer outside the cage. The 
technique of hyperventilation was explained 
to the subjects before the recordings were 
started. They were asked to breathe in and 
out deeply and rapidly. In general, the co- 
operation in this procedure was good even in 
the younger children. Spontaneous record- 
ings of at least several minutes duration (in 
many, for much longer periods) were ob- 
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tained and in most cases, hyperventilation 
was begun at a verbal command with no 
interruption in the record. It was carried on 
for over 100 seconds in most subjects ; there 
was, however, considerable variation in the 
duration, depth and rapidity of hyperventila- 
tion. Forced breathing was stopped by 
verbal command and the recordings were 
continued at least until the record had re- 
turned to normal. 


amplitude. Occasional irregular, slow waves 
of low amplitude (less than alpha) were not 
considered significant. 

In all cases hyperventilation produced a 
change in the record. In some there was a 
gradual slowing of activity with the appear- 
ance of numerous slow waves of varying 
frequency and amplitude. These slow waves 
assumed no distinct pattern and did not oc- 
cur in well defined runs or bursts. These 


AFTER 40 SEC. INTERVAL 


| ONSET OF HYPERVENTILATION 


1 SECOND 


Fic. 1.—Continuous recording during hyperventilation from right fronto-occipital region of an 
8-year-old normal child, showing gradual slowing of activity and the appearance of numerous slow 


waves of varying frequency and amplitude. 


CRITERIA 


The dominant alpha frequency range was 
determined by random measurements of 10 
to 20 alpha sequences in the spontaneous 
record, Per cent time alpha and alpha ampli- 
tude were not studied. Records were, also, 
examined for the presence of slow waves of 
2 to 6 per second frequency whether these 
were of alpha amplitude or of increased 


records resembled those obtained in normal 
adults during hyperventilation and were, 
therefore, considered normal in the children. 
(Fig. 1.) 

In many of the children hyperventilation 
produced outbursts or long runs of uniform 
high amplitude waves of 2.5 to 3.5 per sec- 
ond frequency. These, because of their re- 
semblance to the dysrhythmia occurring 
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spontaneously and induced by hyperventila- 
tion in adult epileptics, were considered ab- 
normal. (Fig. 2.) 

There remained to be classified a number 
of records which, during hyperventilation, 
were characterized by outbursts of slow 
waves of increased amplitude. The slow 
waves, however, varied in frequency from 
2 to 6 per second and were not regular in out- 


[ Sept. 


any conclusions based upon the element of 
time extremely unreliable, unless quantita- 
tive estimations of the amount of air respired 
were obtained. It was impractical to attempt 
such measurements in children because of 
their marked resistance to the application of 
a mask. As with adults, the type of dys- 
rhythmia produced by hyperventilation is 
fairly constant in any one individual who is 


R.C., Age 
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Fic. 2.—Continuous recording during hyperventilation from the trans-motor region of an 
84-year-old normal child, showing long outbursts of uniform, high amplitude, 3 per second 


waves. 


line in many instances. These records were 
considered questionably abnormal, the degree 
of change being more marked than in the 
group labelled normal but less marked than 
in the abnormal group. 

We did not consider the length of time it 
took for the dysrhythmia to develop after 
the onset of hyperventilation. Marked dif- 
ferences in the rate and depth of hyperventi- 
lation in the different subjects would render 


at all cooperative. Quantitative measure- 
ments of the amount of air respired in adults 
revealed the fact that normals did not de- 
velop outbursts of uniform high amplitude, 
3 per second waves even though they 
breathed much deeper and much longer than 
patients with epilepsy who developed dys- 
rhythmias with far less hyperventilation. 
Consequently, we felt less error would be 
introduced in merely describing the type of 
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change induced by hyperventilation than by 
correlating the change produced with time 
of hyperventilation. 


RESULTS 


Alpha and slow activity—The range of 
alpha frequencies, the average alpha fre- 
quency and deviation, and the incidence of 
waves of 2 to 6 per second of all the children 
were determined for each age period. (Table 
I.) 

Above the age of 94, no alpha frequencies 
below 8 per second were observed, while be- 
low this age, slower alpha activity was fre- 
quently seen (this is not apparent in the 
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AVERAGE FREQUENCY OF ALPHA ACTIVITY 


$567 8 UM ES 
AGE IN YEARS 


Fic. 3—Frequency growth of alpha activity ac- 
cording to age in 100 normal children. 


TABLE 1 


AVERAGE ALPHA FREQUENCY AND DEVIATION AND INCIDENCE OF SLOW ACTIVITY 
IN 100 NorMAL CHILDREN 


Age in No. of Average alpha 
years subjects range 
4-5 4 7.3- 8.6 
5-6 II 7.9- 9.0 
6-7 18 8.3- 9.5 
7-8 17 8.2- 9.4 
8-9 II 8.9-10.0 
9-10 14 8.6- 9.5 
10-II 5 9.7-10.2 
II-I2 6 9.5-10.4 
12-13 6 9.0-10.2 
13-14 5 Q.2-10.0 
14-15 I 10.0- 


averaged figures given in Table 1). In addi- 
tion, there was an abrupt decrease in the 
incidence of slow waves above this age. This, 
therefore, seemed to be a critical age with 
regard to the electroencephalogram. There 
were 30 subjects above the age of 93. Only 
3 of these showed activity in the 2 to 6 per 
second range with none appearing in any of 
the children above the age of 12. Of 70 sub- 
jects below the age of 94, 30 showed this 
activity with the percentages highest in the 
youngest groups. 

There was a tendency for the alpha activ- 
ity to become more rapid, and thus approach 
the adult level, with advancing years. (Fig. 
3.) Associated with this, was a definite trend 
toward better regulation of the alpha activity. 
In general, the variability of the alpha fre- 
quencies in individual subjects became less 
marked as the children became older. This 


7 


Incidence of 
activity of 


Average alpha 2-6/sec. 
deviation No. Per cent 
7.9 + 0.69 3 75 
8.5+0.55 8 73 
8.9 + 0.59 5 28 
8.8 + 0.59 8 47 
9.4 = 0.57 5 45 
9.0 + 0.45 I 7 
9.9 = 0.25 
9.9 + 0.48 2 33 
9.6 + 0.58 
9.6 = 0.40 
10.0 = 0.00 


is reflected in the figures of average alpha 
deviation in Table 1. 

Hyperventilation—There was a definite 
trend toward decrease in the tendency to 
develop the dysrhythmia (consisting of out- 
bursts or runs of high amplitude, 3 per second 
waves) with advancing age. (Table 2.) 
When the subjects were grouped in 2 year 
periods, the diminishing tendency to develop 
the dysrhythmia with advancing age was ac- 
centuated except for a slight rise in the 12 to 
13 year period. (Fig. 4.) 

When slow activity was present in the 
spontaneous record, there was a greater ten- 
dency for the dysrhythmia to develop during 
hyperventilation. Forty per cent of the chil- 
dren between the ages of 4 and 6 developed 
abnormal records, while this finding was ob- 
served in only 9 per cent of the 10 to 12 year 
group. The curve of. diminishing trend fol- 
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lowed almost a straight line. As a corollary, 
the tendency to maintain a normal record 
during hyperventilation increased with ad- 
vancing age, except for a slight decrease in 
the 12 to 14 year group. The figures for each 


TABLE 2 


EFrect OF HYPERVENTILATION ON ELECTRO- 
ENCEPHALOGRAM OF 100 NORMAL 


CHILDREN 
Normal Questionable Abnormal 
A FF A. 

Per Per Pr 

Age No. cent No. cent No cent 
4 I 25 oO 0 3 75 
5 4 36 4 30 3 27 
6 12 60 5 25 3 15 
7 6 35 3 18 8 47 
8 4 36 3 27 4 36 
9 8 57 5 36 I 7 
10 4 80 oO te) I 20 
II 4 67 2 33 
I2 2 33 2 33 2 33 

Total... 24 25 


Incidence of dysryhthmia during hyperventilation accor« 
ing to age. Subjects listed under normal, developed ir- 
regular, slow waves of varying frequency and amplitude 
(see Fig. 1). Those listed under abnormal, developed out- 
bursts of regular, high amplitude waves of 2.5 to 3.5 per 
second frequency (see Fig. 2). Subjects developing changes 
which could not be labelled abnormal, but which were more 
marked than in the normal group, were called questionable 


-- % with during 
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100 
¢ normal during " 
=, 
o 
25 > 


4-6 6-8 8-10 10-12 12-15 


AGE GROUPS IN YEARS 


Fic. 4.—Incidence of dysrhythmia during hyper- 
ventilation in relation to age. 


of the age groups from which the graphs 
were plotted are listed in Table 2. 


CoMMENT 


Several previous observations on the char- 
acteristics of electroencephalograms of nor- 
mal children have been made, of which the 
most outstanding are those of Lindsley(2) 
and Smith(3). Lindsley, in 1936, traced the 
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development of the alpha rhythm in normal 
children and established preliminary stand- 
ards of alpha frequency for each age group. 
He described a fairly rapid increase in the 
alpha frequency, from 3.8 per second at the 
age of 4 months to over 8 per second at the 
age of 3 years. From that time on the devel- 
opment was much slower, with the adult 
frequency level being reached at about 8 to 
10 years. Additional studies by Lindsley and 
Smith confirmed these preliminary observa- 
tions on the increase in _— frequency in 
children with increasing age. 

Our findings are in excellent agreement 
with those of Lindsley and Smith. In our 
series there was a trend toward gradual in- 
crease in alpha frequency, with the average 
adult level being reached at the age of Io. 
(Fig. 3.) 

In a recent paper Lindsley(4) analyzed 
his findings in 36 normal children ranging in 
age from 7 to 13. He found that 25 per cent 

f these children showed rhythms between 
2 and 5 per second in the central region leads, 
with somewhat smaller percentages when oc- 
cipital and frontal leads were examined. 
When the incidence of 5 to 8 per second 
waves was investigated, Lindsley found that 
47 per cent of normal children showed this 
activity in central leads, again with lower 
percentages from frontal and occipital leads. 

A control adult group showed little evi- 
dence of 5 to 8 per second rhythms and almost 
complete absence of 2 to 5 per second 
rhythms. 


O 


The effect of hyperventilation was also in- 
vestigated by Lindsley. He limited the period 
of hyperventilation to one to one and a half 
minutes and found that 21 per cent of 34 
normal children developed what he defined 
as a “hyperventilation effect” within one 
minute after the start of hyperventilation. 
Of interest was the fact that only 1 of 17 
normal adults showed a similar finding. 
Lindsley’s “hyperventilation effect” consisted 
of outbursts of high amplitude, 3 per second 
waves. This appears to be the same dys- 
rhythmia which we have considered “ab- 
normal” 

Our findings compare very favorably with 
those of Lindsley. The greater percentages 
of spontaneous slow activity and hyperventi- 
lation dysrhythmia (called “hyperventilation 
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effect” by Lindsley) which we found is, in 
all probability, due to the fact that in our 
series were included many children younger 
than those in Lindsley’s series. Because of 
the greater size of our group, we were able 
to make some correlation between the above 
observations and age of the subjects. It has 
also been our experience that normal adults 
rarely develop the outbursts of regular, high 
amplitude, 3 per second waves during hyper- 
ventilation. 

In a previous study (5), we found that 84 
per cent of patients with idiopathic epilepsy 
(of whom the great majority were adults) 
developed outbursts of high amplitude, 3 per 
second waves during hyperventilation. This 
same dysrhythmia was also induced in pa- 
tients with organic disease of the brain with 
or without convulsive seizures. 

We observed that children were more apt 
to develop the dysrhythmia than adults and, 
being impressed with apparent similarity of 
the dysrhythmia (during hyperventilation) 
in epileptics and other conditions, we con- 
cluded that the dysrhythmia was not specific 
and was probably related to age of the patient 
as well as to heredity. We suggested that 
the appearance of the dysrhythmia might 
represent a regression of cortical activity to 
an earlier level. 

The present study lends additional evidence 
in support of this hypothesis. The dysrhyth- 
mia induced by hyperventilation in the nor- 
mal children and in patients with cerebral 
disease appears identical. The greatest ten- 
dency to develop the dysrhythmia was ob- 
served in the youngest children with a dimin- 
ishing tendency as age increased. (Children 
below the age of 4 were not studied because 
of the difficulty in getting them to hyper- 
ventilate properly.) This is in accord with 
the well recognized greater tendency for 
young children to develop seizures during 
acute illnesses. The slight rise in the inci- 
dence of the dysrhythmia in the 12-year-old 
group is interesting because it is about this 
age that there is an increase in the incidence 
of epilepsy associated with the onset of 
puberty. 

The question of whether or not the appear- 
ance of the dysrhythmia in children during 
hyperventilation is to be considered abnormal, 
has frequently arisen in the past. Because of 


its high incidence, particularly in the younger 
children, it cannot be considered abnormal. 
It does seem to represent, however, a ten- 
dency toward the convulsive state which is 
gradually outgrown. It in part explains why 
all infants and young children who suffer 
from occasional seizures do not all continue 
to have seizures in later life. It is quite pos- 
sible, if not likely, that those children who 
continue to show the dysrhythmia with ad- 
vancing years are the ones from whom the 
adult epileptics are derived. If the children 
in our series who, though above the age of 9, 
have developed the dysrhythmia during hy- 
perventilation, could be followed for many 
years, and the incidence of epilepsy observed, 
this question might be answered. 

We feel that additional similar studies of 
normal children should be done in order to 
help solve many of the problems which have 
been given new impetus by the development 
of electroencephalography. 


SUMMARY AND CONCLUSIONS 


1. The electroencephalograms of 100 nor- 
mal children were studied. 

2. Alpha frequency increased and the inci- 
dence of slow activity diminished with ad- 
vancing age, with a critical level being 
reached at the age of 9}. 

3. There was a marked tendency toward 
the development of a dysrhythmia during 
hyperventilation in the younger children, 
which diminished with advancing age. 
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THE AMERICAN PSYCHIATRIC ASSOCIATION 
ProcEEDINGS NINETY-SEVENTH ANNUAL MEETING 


HOTEL JEFFERSON, RICHMOND, VIRGINIA 
May 6-9, 1941 


TuEsDAY MorNING SESSION 
May 6, 1941 


The first business session of the ninety- 
seventh annual meeting of The American 
Psychiatric Association convened at ten- 
twenty o’clock in the Jefferson Hotel, Rich- 
mond, Virginia, the President, Dr. George H. 
Stevenson, of London, Ontario, Canada, 
presiding. 


PRESIDENT STEVENSON.—If the meeting will come 
to order, we will begin the program. The ninety- 
seventh meeting of The American Psychiatric As- 
sociation is declared officially opened. 

We have had pleasant weather and have enjoyed 
the delightful hospitality of this beautiful and his- 
toric city. The papers that have been given so far 
in the program have been stimulating, and we feel 
that we are off to a happy start. 

It is hoped that all of us will have an enjoyable 
and profitable week in this meeting in Richmond. 

If the members and guests will stand, I will ask 
Rabbi Calisch, of the Congregation Beth Ahabah, 
to pronounce the invocation. 


Rasst Epwarp N. Cariscu.—O Thou, Eternal 
God, Thou Who art the infinite Creator of uni- 
versal life, Thou hast seen to making man the 
greatest and the highest of all Thy creatures. As 
it has been said, he has been most fearfully and 
wonderfully made. Even the Psalmist has said 
Thou hast created him but little less than angels 
and have placed all the world beneath his feet. The 
beasts of the field and the fish of the sea and the 
birds of the air Thou hast given him dominion 
over, and it is true that he has conquered the phys- 
ical universe. He has called and counted the stars; 
he has compassed the ends of the earth, the moun- 
tains, the seas, the valleys and the hills. He has 
explored the depths of the seas themselves; but in 
the realm of the spirit, the things intangible, he 
has but crossed the threshold. 

As these, Thy servants, gather here, O eternal 
God, to endeavor to compass those things that are 
beyond the physical senses, so mayest Thou give 
them vision and wisdom that in the interchange of 
ideas, in the researches and the results thereof they 
have to give to each other, there may be mutual 
give-and-take that shall benefit all and that there 


may come to them that wisdom and that vision that 
they may see the Ariadnean thread that runs through 
the complex labyrinth of human emotions, of the 
human heart and the human spirit and that makes 
man so fallible, so given to idiosyncrasies and abnor- 
malities of conduct. May it be Thy sovereign will, 
Eternal God, that the harmonious discussions, the 
fine and splendid deliberations of this body may 
redound not only to the credit of the Association, 
but to the benefit of all mankind, for these, Thy 
servants, are truly working in Thy service that 
they may give to man a higher spiritual standard, 
may lift him, aye, even to Thee, little less than 
angels. Mayest Thou bless the president and all 
the officers and the members of this Association 
and those who have come from afar and in Thy 
loving kindness, Divine Providence, may it be Thy 
will, O Master of the Universe, that they shall 
return safely and happily to their homes, unto their 
friends and dear ones. Amen! 


PRESIDENT STEVENSON.—You will see from your 
programs that there are several addresses of wel- 
come scheduled. There is one unscheduled which 
I propose to read at this time, a letter from the 
President of the United States. He was asked to 
send a message to us and he very kindly has done 
so in a letter, as follows: 


“THe WuHite House 
WasHINcTON, D. C. 
April 26, 1941 


“DEAR Dr. STEVENSON: 

“In visualizing the various problems that have 
arisen in connection with our military preparation 
for the present national emergency, I have come 
to appreciate the necessity for meticulous care in 
planning in all essential directions. I feel that it 
is of the utmost importance that every consideration 
should be given to the various medical factors of 
this general problem and I also realize that the 
psychiatric phase is of particular importance. 

“I regret exceedingly that it will not be possible 
for me to be with you on the occasion of your 
annual meeting in Richmond, when, I understand, 
military preparedness will receive detailed con- 
sideration by your group. 

“I am happy at this time to make grateful ac- 
knowledgment of the splendid cooperation your 
organization has extended in our program of na- 
tional defense. Our experience during the World 
War pointed very strongly to the necessity for 
careful psychiatric planning with relation to those 
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individuals being inducted into the army as well as 
to the selection and care of those entering the naval 
service. Every reasonable precaution must be taken 
to exclude from the armed forces individuals in- 
capable of making a comfortable service adjust- 
ment, for those who later might be in need of 
prolonged hospitalization because of illnesses that 
developed during their military careers. These and 
other general problems of this type have been given 
very serious thoughts and study by responsible ad- 
ministrative officers in the armed forces and con- 
tributions made by members of your Association 
have been of very material assistance. 

“It is our anticipation that the studies already 
made and those that will be made in the future will 
contribute very materially to the welfare of our 
people generally. We all realize the importance 
for the continuance of this work and my hope is 
that there will be no abatement in your interest and 
enthusiasm. 

“Very sincerely yours, 
“FRANKLIN D. RoosEvELt.” 


The Governor of the State of Virginia has dele- 
gated Dr. Rowland Egger, Director of the State 
Sudget, to represent him and to address us. Dr. 
Egger will do that now. 


Dr. RowLanp Eccer.—Mr. Chairman, Members 
of The American Psychiatric Association, Ladies 
and Gentlemen: On behalf of His Excellency, the 
Governor of the Commonwealth, allow me to ex- 
tend our very warm and sincere welcome to Rich- 
mond and to Virginia. 

The presence of this meeting in Richmond confers 
upon us an honor of which we are deeply sensible 
and profoundly grateful. It is a tribute not only to 
the traditional hospitality of our people but more 
importantly a recognition of the progress which 
Virginia has made in recent decades in the field of 
psychiatry and mental hygiene generally. This 
progréss is evident on every hand: the vigor of 
the State Society for Mental Hygiene, the increas- 
ing importance which attaches to the discussion of 
problems of psychiatry and menta! hygiene in the 
State Conference of Social Work. These are 
tokens of the enormous increase on the part of our 
professional people in problems of mental health. 

The vastly improved facilities for psychiatric 
care and research at the Medical College of Vir- 
ginia and at the University of Virginia Hospital 
in the past two years is another tangible evidence 
of our progress. The welding together of our six 
state mental hospitals into an integrated and unified 
weapon of attack on the problem of mental illness 
is an outstanding accomplishment of the last three 
years. 

It is no part of my purpose to elaborate on the 
scientific accomplishments of our many Virginia 
psychiatrists of national distinction in private prac- 
tice. Their careers are well known to you all and 
to review their work would be presumptuous on 
my part. 

A thing of which we are especially proud, a 
thing which has happened to the state mental hy- 
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giene program in very recent times is one in which 
I think this group would be profoundly interested. 
In common with the public mental hygiene prob- 
lems of many states, our own mental hygiene pro- 
gram for many decades past has been centered 
primarily on custodial problems. Under the leader- 
ship of the State Hospital Board, which is com- 
posed of many of our most distinguished psychi- 
atrists and our extraordinarily able Medical Direc- 
tor, Dr. Hugh Henry, the program of mental 
hygiene of the state government has recently under- 
gone the beginnings of what I believe will in time 
be a profound reorientation—a reorientation in the 
direction of outpatient clinic facilities, in the direc- 
tion which will lead us eventually to a full-blown 
preventive program. 

These are but the beginnings of changes, of de- 
velopments, of expansions, of a new approach to 
the problems of mental hygiene on the part both 
of the professional public health and psychiatric 
administrators and perhaps more importantly, on 
the part of the state government itself. The process 
of education through which the management offices 
of the state government has gone, under the deft 
and adroit tutelage of our hospital board and our 
Director of Hospitals, is one of the most outstand- 
ing examples of pedagogic skill which I have en- 
countered in some time. 

I believe that we can claim some distinction as a 
state whose professional administrators and whose 
governmental administrators have sat down to- 
gether and have thought through the long-term 
problem of mental hygiene administration. I be- 
lieve we have a new viewpoint. I believe the state 
administration particularly has caught a fresh and 
vigorous view of the potentialities of a mental 
hygiene program that seeks to prevent and to close 
the terrific leakage in our social order which mental 
illness represents. 

So it is for these reasons that the stimulation 
which you give to us, for the honor which you pay 
us in coming to Richmond, that we welcome you 
warmly and we express again our profound satis- 
faction that you have judged Richmond to be a 
proper city for your convention. We make you 
warmly welcome. 


PRESIDENT STEVENSON.—Thank you very much, 
Dr. Egger! 

The next address of welcome is from Dr. Bev- 
erley R. Tucker, a Fellow of this Association for 
many years, who this year is President of the 
Richmond Academy of Medicine. 

Dr. Tucker! 


Dr. Bevertey R. Tucker.—Dr. Stevenson, Dr. 
Hall, Officers of The American Psychiatric Asso- 
ciation, Ladies and Gentlemen: I want to extend 
a hearty welcome from the Richmond Academy of 
Medicine to The American Psychiatric Association. 

I was given the subject to speak on today and 
that was surely a small subject—“The History of 
Virginia, the History of Richmond and the History 
of Mental Development in Virginia.” Therefore, 
my talk will be rather scattered. 

In December, 1606, and in January, 1607, the 
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Virginia Company in London gathered together 
settlers for a colony in America and sent over 
three ships. I think they possibly aimed for the 
neighborhood of Plymouth, but they wound up 
with reaching Cape Henry and Cape Charles in 
Virginia. These ships were under Sir John New- 
port. They came up the James River and settled 
at Jamestown on May 13, 1607. The names of these 
ships were the Godspeed, the Susan Constant and 
the Discovery. They took four months to get from 
England to Virginia. Their tonnage is interesting. 
The Susan Constant was the largest and was 100 
tons. The Discovery was 40 tons, and the Godspeed 
was 50 tons. That totals 190 tons. As much ton- 
nage as that is sunk probably every hour in the 
world today. I offer belated thanks to God that 
there were no submarines or airplanes in those days. 

Settling at Jamestown on May 13, on June 10 
John Smith came up the James River to an island 
which is about a mile and a half from where we 
now sit, known now as Mayos’ Island. He and his 
fellow adventurers planted a cross there and took 
the country in the name of the Queen. So that Vir- 
ginia on that day and for some years afterwards 
consisted of everything in the United States except 
Florida and Louisiana and the Spanish possessions 
of Texas. To the north, in 1604 Canada had 
been definitely settled as a colony of France. So 
Virginia was a large dominion and was known as 
the fifth dominion of the British Crown. I don’t 
suppose that any settlement has shrunk as much 
as Virginia has. Still they say that we are a 
very boastful and proud people. 

It is also said that we live in the past and have 
nothing much at present of which to be boastful 
or proud. In answer to that, I will simply mention 
the names of Senator Harry Byrd, Carter Glass, 
Representative Woodruff and Dr. James K. Hall. 

When the pioneers settled in Jamestown, sixty- 
odd in number, their way was hard, and in two 
years, in 1609, they went through a starving period. 
The island was surrounded by Indians and the set- 
tlers were afraid to wander from it. Food was 
scarce and the island was small. The winter was 
hard, and except for Pocahontas who brought some 
maize and venison to the settlers, they had little to 
eat. They shrunk to twenty-one. Unfortunately, 
they did not know that oysters and crabs were good 
to eat and the river was full of them. Their ammu- 
nition had run out and they couldn’t shoot any game 
that was flying over, and they didn’t know how 
to hit birds with bows and arrows. 

The settlement was conducted very much like 
things were later in New England. We ducked 
witches and it appeared that the settlers got so 
famished that one of the men ate his wife after she 
had died of starvation. Possibly some of the modern 
men would like to do this before she is starved. 

For that crime, the settler was hung. That is a 
good example of British justice. I think, though, 
there was what we call “a nigger in the woodpile.” 
By hanging him, the rest of the settlers had more 
food. 

In 1611, there was a city established, the exact 
location of which is unknown. It was at or near the 


falls of the river. Richmond is at the falls of the 
James River. The city had a hospital, which was 
certainly the first hospital projected in what is now 
the United States. However, in 1622, the great 
Indian massacre took place and they wiped out all 
the inhabitants and burned all the buildings of the 
town. This town was called Henricropolis. 

These seven hills, like Rome, on which we reside 
today are at the falls of the river and this was a 
trading post for many, many years for Indians who 
brought arrow heads and venison in and traded 
them for maize chiefly with the other Indians and 
for some time with the settlers. 

The first representative assembly in the United 
States was held at Jamestown in 1619. In 1676, the 
first armed rebellion against monarchistic authority 
took place in Bacon’s rebellion against Governor 
Berkeley, and he came very near winning the 
country away from England at that time. I think 
personally it was fortunate that he did not. 

The capital of the state was Jamestown. Malaria 
was so prevalent there and the exposure, being cut 
off on the island, was so great that they moved the 
capital to what was considered a healthier place, 
Midlands Plantation, which afterward was called 
Williamsburg. Some of you will go there. That 
was in 1698. 

Richmond is not very old as a town. It was laid 
out by William Byrd in 1737. 

Now, going back to a few things in psychiatry 
in the early history of the state, there was certainly 
something very comparable to mental hygiene 
started in 1646. There were a good many orphans 
and a good many stray children for one reason or 
another by that time. These were gathered together 
in what was called workhouses; but there was 
passed by the House of Burgesses a law by which 
these children were trained in vocations and in 
happiness. It is a little difficult to know how to 
train a child in happiness. It certainly more or 
less could be considered as a mental hygiene move. 

The first regular state hospital, then known as an 
insane asylum, was established in Williamsburg, 
now the Eastern State Hospital, in 1769. In those 
days the superintendent, as we call him now, was 
called the keeper of the hospital. There was little 
discipline. The insane were simply herded together 
and kept guarded. 

The Western State Hospital, which is in Staun- 
ton, was established in 1825. 

This state also takes care of its negro population 
in mental matters, and Williamsburg, established 
in 1769, began to admit negroes from its opening. 
In 1870, there was a separate negro hospital started 
here in Richmond. In 1885, the colored hospital at 
Petersburg, now known as the Central State Hospi- 
tal, was established and all colored insane and 
colored feebleminded were taken care of there. 
Recently, there is a separate farm for the colored 
feebleminded. 

One interesting thing was that—I suppose those 
people were more Puritanical in those days—for 
a long time alcoholics were not considered mental 
cases. I think it was in 1846 that New York began 
to take alcoholics into their state hospital. We 
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followed very shortly, in 1848, taking alcoholics 
at the Williamsburg institution. 

The Southwestern State Hospital, which is a 
general state hospital and also has a department for 
the criminal insane, was established in 1887. The 
State Colony for Epileptics and Feeble- Minded out- 
side of Lynchburg, Virginia, was established in 

Before the capital was removed to Richmond in 
1779, Patrick Henry in 1775 made his great speech 
here, in which he said, “Give me liberty or give me 
death,” in St. John’s Church on Church Hill. I 
think all of you would be interested in seeing that 
church and church yard. 

I have a personal pride, in which I should not 
indulge but I am going to. My great grandfather 
was a young lawyer of twenty-five years of age 
and was in the gallery of that church when Patrick 
Henry made his speech. His account of it is all 
that we know today of what Patrick Henry said. 
Preliminary to what he reported of the speech was 
a remark which I think is quite interesting. That 
was that when Henry arose and began to speak, 
he was so embarrassed, so self-concerned and so 
self-conscious that he stumbled and hesitated to such 
an extent that many of the audience got up and 
wandered out into the church yard. But he soon 
gathered himself together and his voice began to 
resound throughout the building and out into the 
yard and they all came back and heard undoubtedly 
one of the greatest speeches that has ever been 
given in the world. 

During the latter part of the Revolution, there 
were 3000 troops stationed in reserve here in Rich- 
mond. At the beginning of the battle of Yorktown, 
Washington sent up for those 3000 troops. They 
were sent down and made to march with their equip- 
ment sixty-four miles in three days; a little over 
twenty-one miles a day. This was considered tre- 
mendously rapid at the time. 

I asked a colonel in the army not long ago 
how long it would take to move 3000 troops with 
equipment from here to Yorktown today. “Well,” 
he said, “allowing for the slowness of trucks and 
congestion of the road, it would take three hours. 
But don’t count on that. In a few years we will 
have transport planes that can get them there in 
thirty minutes.” 

So we have speeded up some. 

The Medical College of Virginia is situated in 
Richmond. It was started under Hampton Sydney, 
a charter being granted to Hampton Sydney. It 
celebrated its one hundredth year in 1938. It is 
well worth your time to see these buildings. But 
especially, and very dear to my heart because | sat 
in that building for four years as a student and 
taught for thirty-one years, in the old Egyptian 
building which is modeled after a building in Mem- 
phis, Egypt, and is considered the purest piece of 
Egyptian architecture in this country. It was de- 
signed by Thomas Stuart, of Philadelphia, a great 
architect of those days. He also designed St. Paul’s 
Church at the corner of oth and Grace Street, 
which is a historic church, attended by General Lee 
when he was in charge of the army in Virginia and 


also attended by Jefferson Davis who was sitting 
in the church when Richmond was evacuated. Grant 
never captured Richmond. Richmond was evacu- 
ated on April 3, 1865. At that time Grant wisely 
had gone around Richmond and the surrender took 
place on April 9. It was after April 9 that the 
Union troops came into Richmond. Much of the 
city had been burned by its own people. 

There were three hospitals connected with the 
Civil War that are of extreme interest ; the building 
of one of them is still in existence. In those days, 
there were no trained nurses; doctors were scarce. 
The Medical College of Virginia had kept its doors 
open and taught students throughout the four years 
of war—the only college in the South that did so. 
A wealthy young lady, Miss Sally Tompkins, 
rented a house with her own means and opened a 
hospital at the corner of Third and Main known 
as the Robinson Hospital. She got the older and 
the younger women of the city to supply that hos- 
pital with food and with nursing attention. 

Later on, when the Confederate Government 
closed all private hospitals because it could not 
control them from a military standpoint and because 
a lot of them were very loosely run, she was made a 
captain, the only woman captain of the Confederate 
Army, and allowed to keep her hospital open. I 
had the pleasure of having her nurse me when 
I had the measles when I was seven years old and 
I still remember her because I was a pretty good 
sleeper and at five o’clock in the morning she would 
get up and wake me up and start praying. She 
prayed from five to seven. I am sorry to say, I went 
to sleep three minutes after five. 

The other hospital was probably the biggest 
general hospital that has ever been in existence in 
the United States, known as the Chimborazo Hos- 
pital. They had 6500 patients. The hospital was 
situated on the hill, known as Chimborazo Hill, 
overlooking the river. There is a monument to 
soldiers and sailors on that hill. Of course, the 
buildings of this hospital were all wooden. It con- 
sisted of 150 separate units and it was directed by 
Dr. James McCaw, who must have been a great 
military doctor because he had no great epidemics 
or no serious upset in this hospital, and they never 
even had a fire. 

I have been asked why the Civil War didn’t end 
in the summer of 1862 when McClellan came up the 
peninsula. The peninsula is the land that lies be- 
tween the York with its tributaries and the James 
River. McClellan landed at Newport News, had 
a base of supplies and troops there, and came on up 
this peninsula to Richmond. I heard many people 
say that he was defeated and driven back by a force 
of one-third of his number under, first, Johnson 
and then Robert E. Lee. That is only partly true. 

My grandfather was a very peculiar criminal 
lawyer. He told the truth. I asked him when I was 
a boy how it was that the Confederates accom- 
plished driving McClellan back and stopping that 
campaign so completely. He said, “Well, son, to 
tell you the truth, it wasn’t so much the Confed- 
erates that did that; it was malaria and typhoid 
fever. McClellan’s troops came anywhere from 


| 


[ Sept. 


was sitting 
ted. Grant 
vas evacu- 
‘ant wisely 
ender took 
9 that the 
uch of the 


1 with the 
he building 
those days, 
ere scarce. 
its doors 
four years 
hat did so. 
Tompkins, 
1 opened a 
ain known 
older and 
y that hos- 
on. 
;overnment 
could not 
nd because 
vas made a 
‘onfederate 
al open. I 
me when 
irs old and 
retty good 
she would 
ying. She 
say, I went 


he biggest 
xistence in 
Hos- 
spital was 
Hill, 
nmument to 
course, the 
sn. It con- 
directed by 
en a great 
epidemics 
they never 


didn’t end 
ame up the 
iat lies be- 
the James 
News, had 
‘ame on up 
any people 
by a force 
t, Johnson 
rtly true. 

r criminal 
when I was 
tes accom- 
~pping that 
ell, son, to 
he Confed- 
nd typhoid 
there from 


1941 | PROCEEDINGS 


OF SOCIETIES 261 


Maine down and from out in the West, and they 
were unacclimated. McClellan was probably over 
slow and cautious, and his men developed these 
diseases.” 

It was in the summer, as you remember, in June 
and July, that this campaign occurred. I don’t want 
to take any undue praise for Virginia, so I thought 
I would give you those facts. 

The development of our various state hospitals 
has continued. We have more state hospitals than 
any state in the South. Virginia in its govern- 
mental department and in its medical development 
has always been interested in mental disease. Grad- 
ually some private psychiatric and neuropsychiatric 
hospitals have started. 

Dr. Hall’s and Dr. Anderson’s hospital, West- 
brook, was started in 1911. I have a little, baby- 
sized hospital, the Tucker Hospital, which was 
opened in 1912. St. Alban’s private hospital in Rad- 
ford was started in 1916. The psychiatric clinic, of 
the Children’s Memorial Clinic, was begun in 1924. I 
started, I think, the first outpatient neuropsychiatric 
clinic in the South at the Medical College of Vir- 
ginia in 1907. We met once a week in the beginning 
and had from one patient to three or four, and now 
it is an enormous clinic meeting twice a week and 
beside there is a biweekly bedside clinic. 

The American Psychiatric Association met here 
in 1925. The Association had, I think, 364 members 
that came here. So when we recently went down to 
the City Hall to ask the Council for some money to 
help entertain you gentlemen, they wanted to know 
why this organization had grown to such an extent. 
They wanted to know how many there would be 
and we told them all together, with the ladies and 
all, we thought it would be about 1500 and that we 
would like to get a dollar apiece. We didn’t quite 
reach that goal. 

One of the main attractions at the 1925 meeting 
was that in the City Auditorium to an audience of 
5000, Clarence Darrow made the address. Some of 
you heard that address. It was quite a remark- 
able one. He talked more about biology than psy- 
chiatry, however. After that speech, Dr. Hall and 
Mr. James Branch Cabell and Mr. Joseph Herges- 
heimer who happened to be in Richmond, and my- 
self drove Mr. Darrow around. While we were on 
that drive, he said, “I would like very much to 
oppose Bryan in this Scopes trial in Tennessee.” 

The Scopes trial, for the benefit of those of you 
who do not know, was the case of Scopes, who was a 
young teacher out in Tennessee, teaching evolution. 
He was dismissed by the Legislature of Tennessee 
from his state position because he taught evolution, 
and that was right down Clarence Darrow’s alley. 
So I happened to say, “Mr. Darrow, why don’t 
you?” 

He said he would do it for nothing. I thought 
Scopes might like that. I said, “Why don’t you 
telegraph him offering your services?” 

He said, “I don’t like to do that.” 

But the bug had bit him and when he drove on 
in, I stopped at a little telegraph booth at the Main 
Street entrance of this hotel and he telegraphed 
offering his services in the Scopes trial, which 


undoubtedly killed Bryan. Bryan died shortly after- 
ward. 

In Richmond there are many things of interest 
which you can find on various placards or by apply- 
ing at the hotel here, so I shall not go over them. 
I shall close by saying that I think at present, in 
spite of the terrible war conditions, that psychiatry 
is offered the greatest opportunity in the whole 
history of mental disease, and I feel that we should 
be willing to assume the task of tackling this 
problem, the proportions of which we cannot con- 
ceive at present, nor the developments that might 
take place. 

I ran across a few lines written by a minor poet 
which I think are very great lines and are apropos 
of our fight to establish psychiatry upon the highest 
footing. They are these: 


“He must travel light who takes the eagle’s route 
And cope with chasms deeper than despair 
With heights o’ertopping hope.” 


PRESIDENT STEVENSON.—Thank you very much, 
Dr. Tucker! 

Dr. Tucker may be interested to know that the 
part of Canada in which I live was at one time a 
part of the Colony of Virginia. 

The next address of welcome will be from Dr. 
Walter B. Martin, President of the Medical So- 
ciety of Virginia. 

Dr. Martin! 


Dr. WALTER B. Martin.—Mr. President, Guests, 
Members of The American Psychiatric Associa- 
tion: It is my splendid privilege as President of the 
Virginia Medical Society to welcome your group 
to Richmond and to Virginia. 

We have looked forward to this meeting for a 
long time because we know that we are going to be 
the beneficiaries of* it when it is finished. We wel- 
come you as a younger brother in the association 
of medicine, because our position as a state, in spite 
of your ninety-seven years, is still considerably 
your elder. The Virginia State Medical Society 
was organized in 1820, and it was interrupted tem- 
porarily by certain unpleasant episodes in the period 
of the sixties, but it was reorganized in 1867 and 
has an uninterrupted history since that time. 

We are delighted to have you here. We expect 
to have our own experience and knowledge greatly 
enriched by reason of your coming. We need you 
because we need the stimulation in this state, as 
you need it everywhere along the line of mental 
hygiene and psychiatry, and we feel that what you 
bring to us will benefit us considerably. 

We hope that you will find much in Richmond 
to profit you and to please you, and we feel that 
Richmond has not only opened her gates to you but 
has opened her heart also. We want you to feel 
that that is true of the entire state. We would like 
for you to test that before you go home by visiting 
other parts of the State of Virginia. We would like 
you to get into the mountains and valleys of the 
great Southwest, once the bloody battle ground be- 
tween the Shawnees of the Ohio and the Cherokees 
of the Tennessee and the Wautotomie. 
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We would like you to stand on the crest of the 
Blue Ridge Mountains where Alexander Spotswood 
stood and look down on the fair valley of the 
Shenandoah. We would like you to come to Nor- 
folk, the veteran of all wars, and now seething with 
preparation of what possibly is an immediate and 
even more terrible war. We would like you to see 
Williamsburg, the birthplace of representative goy- 
ernment in this country; Jamestown, the first En- 
glish settlement in Virginia, and Yorktown, and to 
stand where Washington stood when Cornwallis 
surrendered. We would like you to visit all these 
places, and we assure you of the most hearty wel- 
come wherever you go. 

If you are gastronomically inclined, we think we 
also have something to offer. We would suggest a 
3runswick stew, Smithfield ham and Lynnhaven 
oysters, and if you are wise, you will try to find 
the purveyor of the fragrant and delectable julep 
before you start your homeward journey. 

We are glad to have you here, not only in Rich- 
mond, but the profession throughout the state is 
delighted to have you here. We hope that your 
visit will be so pleasant and so agreeable that 
before long you will be impelled to come back again. 


PRESIDENT STEVENSON.—Thank you, Dr. Martin! 

The appreciation of the Association to these 
gentlemen for their greetings will be voiced at this 
time by Dr. James King Hall. Dr. Hall! 


Dr. JAMEs K. Hatt.—To Rabbi Calisch, whose 
busy life has taken you from this rostrum, | am 
going to say about you behind your back what | 
should have said to your face had it been possible 
for you to remain here. Rabbi Calisch came to us 
as pastor of the Congregation Beth Ahabah fifty 
years ago. That congregation is celebrating what 
we shall be celebrating three years from now, its 
centennial. Rabbi Calisch, as you have already 
surmised, is one of the learned men of our country 
and a great spiritual force in this city. 

To Dr. Tucker, Dr. Martin and Dr. Egger: A 
stranger, wholly unacquainted with the tragedy and 
the grandeur of this ancient Commonwealth and of 
this historic city, if such a stranger there could 
possibly be, and I would doubt it, would be moved, 
nevertheless, by such hearty welcomes so gra- 
ciously expressed. But we are conscious that we 
have come into Virginia, and that we are assembled 
in the ninety-seventh annual session of our Associa- 
tion, for the third time in Richmond and for the 
sixth time in Virginia. 

The goals of this Association must be lofty indeed 
and our achievements must have a touch of the 
sublime if we are to be worthy of those who fabri- 
cated the civilization round about us and worthy, 
too, of the founding fathers of our own organiza- 
tion, which will be one hundred years old in 1944. 

We are conscious that walls still stand near us 
today that vibrated in response to the inspiring 
eloquence of Patrick Henry; to the democratic de- 
mands of Thomas Jefferson, to the incisive reason- 
ing of John Marshall, to the deathless rhythms of 
Edgar Allen Poe, who used to live on Main Street, 
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and in the graveyard of the old St. John’s Church 
in which Patrick Henry spoke, his mother, Edgar 
Allan Poe’s mother, Elizabeth Arnold Poe, lies 
buried. 

We know the streets of this city have echoed to 
the footfalls of marching soldiers. You welcome us 
into this land of the spirit, immortalized and hal- 
lowed by the deathless deeds of your mighty dead. 
What gracious welcomes you give us into Virginia, 
into that land of early suffering, of tragedy, of 
romance, of heroism, of prophets, of statesmen, 
of soldiers, of orators, of poets, of artists and 
authors, of inventors, of educators, of physicians, 
of lovely women, of gallant men: How blest we 
are to be your guests in your homes and in your 
hearts, too! 

I have spoken, I hope, as the vocative symbol of 
this assemblage, of this Association. May I now, 
my dear Mr. President, be pardoned for indulgence 
in a personal word? 

Three decades ago, I, too, came to this city, a 
stranger. Here I have lived, and here, I pray God, 
I may abide till the call of the Boatman comes. It 
is a sweet and serene city; its people are cordial 
and splendid. They have taken me, I hope and I 
believe, into their hearts, and I love them. 

Lately and purposely, for the good of my soul, 
I have journeyed over the road along which General 
Lee rode, along which Traveller left his tracks as 
General Lee rode him from Appomattox into Rich- 
mond in April, 1865. And from the anchorage place 
of boats in our James River, I rode, not many days 
ago, along those streets over which Abraham Lin- 
coln walked to the White House of the late Con- 
federacy only a little more than a week before his 
death—on April 5, 1865. 

I have stood lately, too, on the spot where Stone- 
wall Jackson, at the height of his great fame, re- 
ceived his fatal wound. What a trinity of immortals, 
all three of them Virginians, though Abraham Lin- 
coln happened to be born in Kentucky! That is true, 
Kentucky was for a long time a westward exten- 
sion of Virginia. 

It may be true that impressive tutelage must ever 
be accompanied by suffering and by sacrifice. By 
communion with the spirit of Lee, of Lincoln and 
of Stonewall Jackson, we stouten our hearts and 
afford sustenance to our souls. The civilization that 
produced them shall not perish from the earth! 
Virginia! Richmond! The past and the present 
open wide their portals and bid you hearty wel- 
comes ! 


PRESIDENT STEVENSON.—Thank you, Dr. Hall! 

There are a few items of business which will not 
take long. The report of the Committee on Ar- 
rangements, Dr. R. Finley Gayle, Jr. 


Dr. R. FIntey Jr—Mr. President and 
Members of The American Psychiatric Assocta- 
tion: Dr. Tucker and Dr. Martin have welcomed 
you to Richmond, Virginia, on behalf of the State 
Society and the Academy of Medicine. It is my 
pleasure as Chairman of the Committee on Arrange- 
ments to welcome you here in our presence. We are 
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delighted to have you as our guests. We sincerely 
hope that your stay with us will be enjoyable and 
profitable. 

As Dr. Tucker told you, the Association met here 
last in 1925, at which time William A. White was 
President. At that time, the meeting was held in 
one section only and lasted a few days. There were 
no commercial or scientific exhibits and numerically 
we were much smaller than we are today. 

We trust that each one of you has been properly 
taken care of as far as housing is concerned. We 
have had some difficulty, but we think in the main 
provision has been made. 

I must at this time express the appreciation of 
the Arrangements Committee to the State of Vir- 
ginia through the State Hospital Board and to 
the Council of the City for their generous contri- 
bution of money to help us entertain you. I will 
appreciate each and any of you calling on me or any 
member of the Arrangements Committee if we 
can be of any service to you. 

I trust that the convention will honor us again 
with its presence in the not too distant future. 


Dr. Bowman, Chairman of the Program Com- 
mittee ! 


Dr. Kart M. Bowman.—Mr. President, Mem- 
bers of the Association: The program is slightly 
different this year from previous years. In the first 
place, there was the special program in connection 
with psychiatry and the national emergency which 
came on Sunday and Monday. We also changed 
the program in that Thursday afternoon will be 
entirely free from any scientific program. The 
round table discussions will be on Tuesday night 
and the annual dinner on Wednesday night and the 
program will continue throughout all of Friday 
instead of stopping at noon Friday as in the past. 
This is an innovation as far as our program goes. 
After the meeting has finished, we would appreciate 
the opinion of the members as to whether that is a 
desirable thing to carry out another year or not. 
If it is, it can be done; if not, we can revert to the 
previous way of closing at noon on Friday. 

There was some delay in the programs getting 
out to the members due to the fact that at the last 
minute arrangements were made for the national 
emergency and psychiatry program which held up 
the printing and sending out the programs. 

There will be a few of the speakers and a number 
of discussants who at the last moment are unable 
to appear because of military service. This will 
mean one or more papers will be read by other 
persons and a number of discussants on the program 
will not be present. 


PRESIDENT STEVENSON.—Thank you, Dr. Bow- 
man! 
_The Council report will now be given to us by 
Dr. Ruggles, the Secretary-Treasurer. 


SECRETARY RucGGLes.—Mr. President, Members 
of the Association: The President promised you 


the business session would be brief, and I will do 
my part to make this report short. 

The Council met yesterday in this hotel in the 
library at five o’clock following a meeting of the 
Executive Committee just preceding. 

The minutes of the Council and Executive Com- 
mittee of the previous meeting were read and 
approved. 

The report of the Secretary was read and ac- 
cepted. 

The financial report of the Executive Assistant 
and budget for 1941-42 were presented and ap- 
proved. 

There were ten members of the Council attending 
this meeting, and Dr. Stevenson, the President, pre- 
sided. 

The reports of all committees except the Com- 
mittee on Nomenclature and Statistics, the Com- 
mittee on Psychiatric Education and the report of 
the Editor of the JouRNAL, were received. Those 
three reported were deferred and will be received 
at a meeting this afternoon. 

All of these reports will be printed in full in the 
proceedings in September. I will only give to you 
two of these reports; first, the report of the Board 
of Examiners who recommended that out of 316 
applications, 210 be made members and 85 associate 
members; that out of 18 applications, 17 be trans- 
ferred from associate members to members, and 
that out of 55 applications of members to be trans- 
ferred to fellowship, 37 were acted upon favorably. 
Two fellows were reinstated. 

The Board of Examiners recommended that this 
year no names be acted upon for corresponding 
members. 

The Council received this report and requested 
the Board of Examiners to reconsider action on 
two names. 

The report of the Nominating Committee was 
accepted. 

The meeting of the Council adjourned at 11.15 
p.m., until the meeting this afternoon. 

Respectfully submitted, 
ArTHUR H. RUGGLEs, 
Secretary. 


PRESIDENT STEVENSON.—A motion to deal with 
the report of the Council is in order. 


Dr. Cueney.—Mr. President, I move the report 
be accepted and approved. 


The motion was seconded by Dr. Selling, 
was put to a vote and carried. 


PRESIDENT STEVENSON.—The report of the Secre- 
tary-Treasurer will now be received. 


SEcRETARY RuGcGLes.—Mr. President, with your 
permission, I will summarize and not go through 
all the list, but give the summary. 

The total membership at the present time includes 
16 Honorary Members; 61 Life Members; 4 Cor- 
responding Members ; 851 Fellows; 1278 Members ; 
195 Associate Members. The membership on May 
I, 1940, was 2204. The membership May 1, 1941, 
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was 2405. This, of course, is before the recom- 
mendations of the Board and the recommendations 
for membership and fellowship that will be acted 
upon finally by the Council today and the names 
distributed at the final meeting. 

As to the report of the Treasurer, I want to say 
just a word. During the year there has been a 
change in the fiscal year, so that now we can close 
the books in relation to the annual meeting and 
have the complete report. 

There is the general account, the JoURNAL ac- 
count, and the annual meeting account, so that the 
expenses of the annual meeting are kept entirely 
independently and are reported purely as the ex- 
penditure of this annual meeting and do not appear 
in the general account. 

This represents an incomplete year because the 
end of the fiscal year now comes on the 3ist of 
March. So this report is for the period May 6, 
1940, to March 31, 10941. 


Secretary Ruggles read the financial re- 
port and the budget. 


SECRETARY RuGGLES.—I want you to know that 
consideration has been given to the change of the 
format of the JouRNAL and the anticipated savings 
there will amount to over $1000 in the cost of the 
JourNAL for the year. 


PRESIDENT STEVENSON.—Thank you, Dr. Rug- 
gles! 

A motion to deal with the report of the Secretary- 
Treasurer is in order. 


Dr. Georce S. SprAGUE.—Mr. President, I move 
it be accepted as read. 


The motion was seconded by Dr. C. Macfie 
Campbell, was put to a vote and carried. 


PRESIDENT STEVENSON.—The next item on the 
program is the appointment of the Committee on 
Resolutions. I am appointing on this committee: 


Garland H. Pace, Provo, Utah, Chairman. 
H. K. Petry, Harrisburg, Pa. 
J. D. Griffin, Toronto, Ontario. 


They will bring in their report on Friday at the 
close of the meeting. 

We understand there are at least one Honorary 
Member and one Corresponding Member attending 
the meeting. If they are present, I would be glad 
if they would stand as I call their names so that 
you may recognize them. 

Mr. Melvin M. Johnson, 33rd degree Scottish 
Rite! 

We are all aware of the great interest the Scot- 
tish Rite Masons have shown in research and these 
efforts are greatly appreciated by our Association. 

The Corresponding Member is Dr. A. C. Pacheco 
E. Silva, Sao Paula, Brazil. Is Dr. Silva present? 
(No response) He is attending the meeting and 
you may have the opportunity of meeting him here 
again. 

The next item on this morning’s program is the 


memorial for deceased members. Before this list 
of names is read, I would like to mention a name 
which will not appear on the list because the name 
is of a scientist who was proposed for Honorary 
Membership at the Council meeting last December, 
Sir Frederick Banting, but whose untimely death 
has made his election impossible. His death, as you 
know, occurred in an aviation accident while en- 
gaged on very important matters. His contributions 
to medicine and to psychiatry we had hoped to 
recognize by conferring this honor on him and by 
honoring ourselves by his election. We might have 
his name in mind as Dr. Ruggles reads the names 
of those who have died during the year. 

Will you rise and remain standing for a moment 
after the reading of the names? 


The audience stood during the reading of 
the names of the deceased members, read by 
Secretary Ruggles, and remained standing in 
silent tribute a few moments following the 
reading. The names read were: 

Charles W. Stone, M. D., Cleveland, Ohio, died 
Dec. 9, 19309. 

Edward Holtz, M.D., New York, N. Y., died 
Feb. 21, 1940. 

C. E. Laughlin, M.D., Evansville, Ind., died 
March 29, 1940. 

Ralph E. Stevens, M.D., Chattahoochee, Fla., 
died June 6, 1940. 

William J. Vivian, M. D., Northport, N. Y., died 
June 10, 1940. 

Edward A. Rowland, 
N. Y., died July 10, 1940. 

Henry G. Cameron, M. D., Weyburn, Sask., died 
Aug. 6, 1940. 

Roscoe D. Smith, M.D., Clarinda, Iowa, died 
Aug. 23, 1940. 

H. Douglas Singer, M.D., Chicago, IIl., died 
Aug. 29, 1940. 

Wilson K. 
Sept. 20, 1940. 

J. L. Thompson, M.D., Columbia, S. C., died 
Sept. 24, 1940. 

T. L. Long, M. D., Palo Alto, Calif., died Sept. 
27, 1940. 

Julius Wagner-Jauregg, 
many, died Oct. 1, 1940. 

William K. Skinner, M. D., Kingston, Ont., died 
Oct. 13, 1940. 

Edward E. Hicks, M. D., 
Oct. 19, 1940. 

Nathaniel H. Brush, M. D., Santa Barbara, Calif., 
died Oct. 21, 1940. 

Robert G. Cook, M. D., Canandaigua, N. Y., died 
Oct. 25, 1940. 

Emma Putnam, M.D., New York, N. Y., died 
Oct. 29, 1940. 

A. L. Beier, M. D., Chippewa Falls, Wis., died 
Nov. 13, 1940. 

John C. Lindsay, M.D., Cheshire, Conn., died 
Nov. 16, 1940. 

Clarence R. Hepler, M. D., Parsons, Kans., died 
Nov. 17, 1940. 
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M.D., Vienna, Ger- 


3rooklyn, N. Y., died 


mem 
the c 
nitio 
Asso 
deat! 
Dr. 


mem 


D 
Dou 


mm | 194 
Pz 
Dec. 
Ja 
Jan. 
25, I 
W 
died 
SI 
Feb. 
Feb. 
CI 
died 
Pr 
= 
Or 
sudd 
embx 
acci 
field: 
| train 
recei 
tion 
St. T 
unde 
other 
Fell 
Royz 
D 
and 
ciate 
versi 
the 
Dire 
Kanl 
held 
he 
of 
time 
build 
towa 
thou 
D 
psyc 
gove 
| he w 


[ Sept. 


his list 
a name 
name 
onorary 
cember, 
y death 
you 
hile en- 
ibutions 
oped to 
and by 
ht have 
2 names 
moment 
ling of 
ead by 
ding in 
ing the 
died 
Y., died 
d., died 
ee, Fla., 
Y., died 

Island, 
sk., died 
wa, died 
died 
la., died 
C., died 
ied Sept. 
ia, Ger- 
)nt., died 
Y., died 
‘a, Cait, 
_Y., died 
Y., died 
Fis; died 
nn., died 


ans., died 


1941 | 


PROCEEDINGS OF SOCIETIES 265 


Paul Schilder, M.D., New York, N. Y., died 
Dec. 8, 1940. 

James M. O'Neill, M.D., Harrison, N. Y., died 
Jan. 5, 1941. 

C. D. Mitchell, M. D., Whitfield, Miss., died Jan. 
25, 1941. 

William J. Lein, M.D., Greystone Park, N. J., 
died Jan. 30, 1941. 

Sherman F. Gilpin, M. D., Philadelphia, Pa., died 
Feb. 19, 1941. 

L. Vernon Briggs, M.D., Boston, Mass., died 
Feb. 28, 1941. 

Charles G. McGaffin, M.D., Brooklyn, N. Y., 
died March 26, 1941. 


PRESIDENT STEVENSON.—In connection with the 
memorial service to deceased members, it has been 
the custom for several years for some special recog- 
nition to be made of deceased past presidents. The 
Association had the misfortune this year to lose by 
death its President-Elect, Dr. H. Douglas Singer. 
Dr. C. Macfie Campbell will present a special 
memorial in memory of Dr. Singer. 


Dr. Campbell read the memorial to Dr. H. 
Douglas Singer. 


H. Dovucras SINGER, 1875-1940 


On August 28, 1940, the psychiatrists and neurol- 
ogists of this country were shocked to hear of the 
sudden death of Dr. H. Douglas Singer due to an 
embolus in the lung subsequent to an automobile 
accident. 

Dr. Singer was an outstanding leader both in the 
fields of psychiatry and neurology, a man of broad 
training, wide experience and mature judgment. 

Born in London, England, January 7, 1875, he 
received his academic and his professional educa- 
tion in London. He was on the house staff of 
St. Thomas’ Hospital for several years. As resident 
in the National Hospital, Queen Square, he worked 
under Hughlings Jackson, Gowers, Bastian and 
other leading British neurologists. He became a 
Fellow of the Royal Society of Medicine and of the 
Royal College of Physicians. 

Dr. Singer came to the United States in 1904 
and after three years, during which he was Asso- 
ciate Professor of Neurology at Creighton Uni- 
versity, and Associate Professor of Psychiatry at 
the University of Nebraska, he became in 1907 
Director of the Illinois Psychopathic Institute at 
Kankakee. In the state of Illinois he henceforth 
held many important psychiatric positions. In 1919 
he became Professor of Psychiatry at the College 
of Medicine of the University of Illinois; at the 
time of his death he was about to occupy the new 
building of the Psychiatric Institute in Chicago, 
towards the plans of which he had devoted so much 
thought. 

Dr. Singer contributed much both to national 
psychiatric and neurological associations and to 
governmental activities. During the World War 
he was a special examiner of the Illinois Exemption 


Board; he was Advisory Consultant in Neuro- 
psychiatry to the United States Public Health Ser- 
vice and later to the Director of the United States 
Veterans’ Bureau. In 1930 he was chairman of a 
Committee of the American Medical Association to 
study the rdle of hospitals in the field of mental 
hygiene; he was chairman of the Section on Ner- 
vous and Mental Diseases, 1934-1935. He took an 
active part in the establishment of the American 
Board of Psychiatry and Neurology in 1934 and 
was President of the Board from its incorporation 
till his death. Since 1934 he had been editor-in-chief 
of the Archives of Neurology and Psychiatry. At 
the time of his death he was President of the 
American Neurological Association and was Presi- 
dent-Elect of The American Psychiatric Asso- 
ciation. 

His colleagues mourn in Dr. Singer not only a 
very distinguished fellow-worker but a personality 
of great value beneath whose somewhat reserved 
exterior were warm human emotions and a deep 
vein of friendliness. 


PRESIDENT STEVENSON.—Thank you, Dr. Camp- 
bell ! 

At this point, I will ask Dr. Campbell, former 
president of the Association, to take the chair. 


Dr. C. Macfie Campbell assumed the chair. 


CHAIRMAN CAMPBELL.—It is my great pleasure 
to call on Dr. Stevenson to deliver his presidential 
address. 

Dr. Stevenson! 


The audience arose and applauded. 
President Stevenson read his address (see 
page I). 


CHAIRMAN CAMPBELL.—The presidential address 
is not subject to discussion, but I take the liberty, 
as Chairman, of expressing to Dr. Stevenson our 
appreciation of his address. I think it is fortunate 
and symbolic that a citizen of Canada should be 
addressing us today. I think it is important to 
notice that in the midst of war, he is talking about 
peace. As a matter of fact, among the sociologists, 
the educationalists and others, there is a good deal 
of quiet discussion as to the future, and Dr. Steven- 
son has brought our attention to the responsibility 
of the psychiatrist and of this great Association of 
thinking and discussing and foreseeing and plan- 
ning. I think that we should accept his challenge, 
and I hope that at this meeting perhaps some pre- 
liminary steps will be taken in effect with his 
recommendation. 

We owe Dr. Stevenson a debt of gratitude for 
this address. 

The meeting will now adjourn until the scientific 
sessions begin at two o'clock. 


The meeting adjourned at twelve thirty- 
five o’clock. 
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WEDNESDAY MorRNING SESSION 
May 7, 1941 


The meeting convened at nine thirty-five 
o'clock, President Stevenson presiding. 


PRESIDENT STEVENSON.—I will ask Dr. Ruggles 
to present the report of the meeting of the Council 
held yesterday afternoon. 


SEcRETARY RuccLes.—Mr. President and Mem- 
bers of the Association: The Council met in this 
hotel yesterday afternoon, May 6, at four-thirty, 
with 13 members present, and President Stevenson 
presiding. 

The report of the Board of Examiners was re- 
ferred back to the Council, the Council having 
instructed the Board of Examiners to reconsider 
two names. The Board of Examiners reported that 
they would not change their original report. 

Dr. Ebaugh reported for the Committee on Psy- 
chiatric Education and spoke especially of the third 
postgraduate institute held at Columbia, South 
Carolina, where there were 60 psychiatrists attend- 
ing. His committee is now arranging for the 
fourth institute, which is to take place in the first 
two weeks in September at the Western State 
Hospital in the State of Washington. This report 
was received and accepted. 

The Editor of the JourNAL, Dr. Farrar, reported 
and described the new format of the JouRNAL and 
discussed some of the policies as to the length of 
papers to be published and some of the problems 
of the Board as related to the expense of the 
JourNAL. This report was received and accepted. 

Dr. Dayton presented the report of the Commit- 
tee on Nomenclature and Statistics and stated that 
in the new statistical manual there were no essential 
changes and that they hoped to have the new sta- 
tistical manual printed and published in the near 
future. 

The names of those three years in arrears in 
dues, those two years in arrears and those one year, 
were considered and the Council voted the appro- 
priate action in accordance with the Constitution. 

Three resignations were accepted and in the case 
of one Fellow, the unpaid dues were remitted and 
he was permitted to resign. 

The Council approved of the transfer of those 
members who were entitled to Life Membership. 

A report from the Executive Assistant, Mr. 
Davies, to the Council was presented and accepted. 

During the year the Illinois Psychiatric Society 
has been made an affiliate member of this organi- 
zation. 

The Council recommended to the Board of Ex- 
aminers for their consideration for Honorary Mem- 
bership the name of Dr. Alan Gregg. The Board of 
Examiners’ report was favorable and the name of 
Dr. Alan Gregg will appear on your list of mem- 
bers and fellows and honorary members to be 
voted on tomorrow. 


PRESIDENT STEVENSON.—I would like a motion 
to deal with this report. 


OF SOCIETIES 


| Sept. 


It was regularly moved, seconded and car- 
ried, that the report be received. 


PRESIDENT STEVENSON.—Dr. Ratliff will report 
for the Auditors. 


Dr. THomaAs A. Ratiirr.—We have examined 
the report of the certified public accountant and 
find it to be correct. 


PRESIDENT STEVENSON.—Thank you, Dr. Ratliff! 
Dr. Sandy, Chairman of the Nominating Com- 
mittee, will report for the Nominating Committee. 


Dr. WitttAM C. SANpy.—Mr. President and 
Members: In accordance with the provisions of 
Article VI of the Constitution of The American 
Psychiatric Association, the Nominating Commit- 
tee herewith unanimously reports the nominations 
for officers of the Association for consideration and 
action at the 97th annual meeting to be held in 
Richmond, Virginia, May 5 to 9, 1941. 

The Executive Committee requested the Nomi- 
nating Committee to include, also, a candidate for 
the office of President to replace President-Elect, 
H. Douglas Singer, M. D., deceased. 

For President, James K. Hall, M. D., Virginia. 

For President-Elect, Arthur H. Ruggles, M. D., 
Rhode Island. 

For Secretary-Treasurer, Winfred Overholser, 
M. D., District of Columbia. 

For Councillors for three years: G .H. Steven- 
son, M. D., Canada; Roscoe W. Hall, M.D., Dis- 
trict of Columbia; J. D. Reichard, M.D., Ken- 
tucky ; and Karl Menninger, M. D., Kansas. 

For Auditor for three years: Chester Carlisle, 
M. D., California. 

The report is signed by the committee: 


C. SAnpy, 
Chairman, 
Harvie DeJ. Cocuitt, 
GARLAND H. PAce, 
THEOPHILE RAPHAEL, 
KENNETH J. TILLOTSON. 


PRESIDENT STEVENSON.—Thank you, Dr. Sandy! 

These are the unanimous nominations of the 
Nominating Committee; but nominations can be 
made from the floor, if there are any. 


Dr. MEsrop TARUMIANZ.—I move the nomina- 
tions be closed and that the Secretary cast the 
ballot for the election of these nominees. 


The motion was seconded by Dr. Karl M. 
Bowman, was put to a vote and unanimously 
carried. 


PRESIDENT STEVENSON.—The ballot has been 
cast. 

The retiring officers wish to extend their greet- 
ings and congratulations to the officers whom you 
have just now elected. 

Dr. Bowman, Chairman of the Program Com- 
mittéé; has an announcement to make. 
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Dr. BowMAn.—The American Psychiatric Asso- 
ciation was asked if it would care to present a 
symposium on morale at the meeting of the Amer- 
ican Association for the Advancement of Science, 
which is to be held in June at Durham, New Hamp- 
shire. After discussing the matter with the Council, 
it was decided that such a program should be 
arranged. 

The program will probably be given on June 26. 
This is part of a general meeting of the triple A.S. 
and the symposium which will be given by this 
Association will be entitled, “Psychiatric Aspects 
of Civilian Morale.” There will be five speakers: 
Dr. Thom, Dr. Hamilton, Dr. Pratt, Dr. Giberson 
and Dr. Stearns. 

At Durham, there are dormitories for single per- 
sons and one dormitory is being set apart for 
families. Therefore, if any members of this Asso- 
ciation should be journeying in that vicinity about 
June 26 and wish to attend this symposium, they 
are, of course, invited to do so. I thought the 
Association would like to know of this participa- 
tion on our part in this meeting of the triple A.S. 


PRESIDENT STEVENSON.—Thank you, Dr. Bow- 
man! 

Unfinished business and new business. I am not 
aware of any, but I will ask Dr. Ruggles to make 
any announcements in this connection. 


SECRETARY RuGGLes.—There is no new or un- 
finished business. 

I simply want to tell those here who are members 
of the Council that there will be a Council meeting 
tomorrow in the library of this hotel at two o’clock. 
The new members of the Council are invited and 
urged to attend that meeting to take over their 
duties for the first time as Councillors. 


PRESIDENT STEVENSON.—Thank you! 


The meeting adjourned at nine forty-five 
o'clock. 


TuursDAY MorNING SESSION 
May 8, 1941 


The meeting convened at nine thirty-five 
o'clock, President Stevenson presiding. 


PRESIDENT STEVENSON.—The business meeting 
which precedes the scientific session calls for the 
election of members this morning. However, the 
Board of Examiners have not yet completed the 
sheets with the lists of those to be elected or to be 
voted on, and we cannot proceed with the election 
of members this morning. This item will have to 
be deferred until tomorrow morning. 

One of our Corresponding Members who has been 
in attendance is here this morning, Dr. Pacheo E. 
Silva, of Sao Paula, Brazil. I should like him to 
stand and be greeted by the Association. 

There is no other business, so far as I know, to 
be dealt with just now, so Section I will now 
convene. 


Adjournment at nine thirty-six: o’clock. 


FripaAy MornincG SESSION 
May 9, 1941 


The meeting convened at nine thirty-five 
o'clock, incoming President James K. Hall 
presiding. 


PRESIDENT Hati.—The session will please come 
to order for the transaction of some business. 

I will ask the Secretary to state the business and 
the order in which it is to be taken up. 


SECRETARY RuccLes.—Mr. President and Mem- 
bers of the Association: The first matter of busi- 
ness is the election of associate members and mem- 
bers, the transfers to fellowship, the one honorary 
membership, and the reinstatements. 

Those are before you. 


APPLICATION FOR HONORARY MEMBERSHIP 1941 


Gregg, Alan, Rockefeller Foundation, New York, 
N. Y. 


REINSTATEMENTS 


Powers, Herbert, 411 E. Mason St., Milwaukee, 
Wis. 

Robbins, Frederick C., Brigham Hall Hosp., Can- 
andaigua, N. Y. 


APPLICATIONS FOR TRANSFER FROM MEMBER TO 
FELLOW—MaAy I0941 


Ackerly, Spafford, 610 S. Floyd St., Louisville, Ky. 

Akelaitis, Andrew J. E., 1170 Genesee St., Roches- 
ter, N. Y. 

Baganz, Crawford N., Veterans Administration 
Facility, Lyons, N. Y. 

Barton, Walter E., Worcester State Hosp., Wor- 
cester, Mass. 

Bookhammer, Robert S., Norristown State Hosp., 
Norristown, Pa. 

Cohen, Louis H., Norwich State Hosp., Norwich, 
Conn. 

Corwin, William, Metropolitan State Hosp., Wal- 
tham, Mass. 

Davidson, Henry A., 31 Lincoln Park, Newark, 
N. J. 

Dehne, Theodore L., Friends Hosp., Frankford, 
Phila., Pa. 

Freyermuth, Otto G., 209 Post St., San Francisco, 
Calif. 

Halloran, Roy D., Metropolitan State Hosp., Wal- 
tham, Mass. 

Hamill, Ralph C., 8 S. Michigan Ave., Chicago, III. 

Harrison, Forrest M., U. S. Naval Hosp., Wash- 
ington, D. C. 

Henninger, James M., 636 County Office Blidg., 
Pittsburgh, Pa. 

Herskovitz, Herbert N., Norristown State Hosp., 
Norristown, Pa. 

Jackson, Mary V., Toronto Psychiatric Hosp., 
Toronto, Ont., Can. 

Keller, William K., City Hosp., Louisville, Ky. 
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Klein, Elmer, 1726 I St., N. W., Washington, D. C. 

Loman, Julius, 1284 Beacon St., Brooklyn, N. Y. 

Miller, Joseph S. A., Rockland State Hosp., 
Orangeburg, N. Y. 

Morales, Luis N., 1 
Puerto Rico. 

Murray, John M., 82 Marlborough St., Boston, 
Mass. 

Orgel, Samuel Z., 667 Madison Ave., New York, 

Patterson, Ralph M., 1313 E. Ann St., Ann Arbor, 
Mich. 

Petree, Paul A., Harrisburg State Hosp., Harris- 
burg, Pa. 

Pettit, Hanson P., St. Elizabeths Hosp., Washing- 
ton, D. C. 

Piker, Philip, 602 Doctors Bldg., Cincinnati, Ohio. 

Polatin, Philip, 722 W. 168th St., New York City. 

Porter, William C., Walter Reed General Hosp., 
Washington, D. C. 

Powers, Lilian D., 128 W. 59th St., New York City. 

Reznikoff, Leon, Hudson County Hosp. for Mental 
Diseases, Secaucus, N. J. 

Sassin, Edmond F., 505 Humboldt Bldg., St. Louis, 
Mo. 

Smalldon, John L., 121 Westchester Ave., White 
Plains, N. Y. 

Thompson, Walter A., Rockland State Hosp., 
Orangeburg, N. Y. i 

Waggoner, Raymond W., The Neuropsychiatric 
Institute, Ann Arbor, Mich. 

Watters, Theodore A., 1430 Tulane St., New Or- 
leans, La. 

Wilson, Joseph G., Mental Hygiene Bureau, Tren- 
ton, N. J. 


De Diego Ave., 


Santurce, 


APPLICATION FOR TRANSFER FROM ASSOCIATE 
MEMBER TO MEMBER—MAY 


Batten, Charles 
Brattleboro, Vt. 

Bramkamp, Robert C., Mendocino State Hosp., 
Talmage, Calif. 

Diamond, Murry R., N. S. Public Health Service 
Hosp., Fort Worth, Texas. 

Dub, Leonard M., State Bureau of Juvenile Re- 
search, Columbus, Ohio. 

Fechner, Albert H., Lincoln State Hosp., Lincoln, 
Neb. 

Frosch, Jack, Bellevue Psychiatric Hosp., New 
York, N. Y. 

Heksh, Bela H., 133 E. 58th St., New York, N. Y. 

Hinko, Edward N., Eloise Hosp., Eloise, Mich. 

Kenyon, Vivian B., State Hosp., Osawatomie, Kans. 

Lambert, John P., “FourWinds,” Katonah, N. Y. 

Larson, Charles P., Western State Hosp., Fort 
Steilacom, Wash. 

Novick, Rudolph G., Manteno State Hosp., Man- 
teno, 

Orr, Douglass W., The Menninger Clinic, Topeka, 
Kans. 

Pessin, Joseph, 1300 University Ave., Madison, 
Wis. 

Stephens, Ellis A., Territorial Hosp., Kaneohe, 
Oahu, T. H. 


Thomas, Brattleboro Retreat, 


Sturdevant, Charles D., 833 S. W. 11th Ave., Port- 
land, Ore. 

Sullivan, Daniel J., 
N. C. 


Highland Hosp., Asheville, 
APPLICATION FOR MEMBERSHIP—MAy I94I 


M Alta, John Andrew, Mayo Clinic, Rochester, 


Minn. 
M_ Allentuck, Samuel, 260 W. 72nd St., New 
York, N. Y. 


M Anderson, Andrew Russell, 700 Cathedral 
St., Baltimore, Md. 

M Anderson, Robert C., State Hosp., Topeka, 
Kans. 

M Androp, Serge, Spring Grove State Hosp., 
Catonsville, Md. 

M Arkin, Frances S., 572 Park Ave., New York 


City. 
AM Arlow, Jacob A., 205 Jamaica Ave., Brook- 
lyn, N. Y. 


M Ault, Charles Carter, State Hosp. No. 4, 
Farmington, Mo. 
M Baum, Theodore, Rome State School, Rome, 
M Bay, Alfred Paul, Chicago State Hosp., Chi- 
cago, Til. 
M Beaghler, Harry Edward, Payne Whitney 
Psychiat. Clinic, New York, N. Y. 
M_ Beckenstein, Nathan, Brooklyn State Hosp., 
Brooklyn, N. Y. 
M_ Bedell, Sullivan Gayle, 512 Greenleaf Bldg., 
Jacksonville, Fla. 
M Belinson, Louis, Elgin State Hosp., Elgin, 
Til. 
AM Bell, H. Craig, Friends Hosp., Frankford, 
Phila., Pa. 
AM Benjamin, Anna Ruth, The Menninger Clinic, 
Topeka, Kans. 
M Bennett, Jesse Lamar, Creedmoor 
Hosp., Queen’s Village, L. I., N. Y. 
M_ Beckwitz, Nathaniel J., 1127 Medical Arts 
Bldg., Minneapolis, Minn. 
AM Berman, Leo, Boston State Hosp., Boston, 
Mass. 
M Bianchi, John Anthony, 
Hosp., Brooklyn, N. Y. 
AM Black, Albert Vincent, State Hosp., Dayton, 
Ohio. 
AM_ Blackman, Nathan, Worcester State Hosp., 
Worcester, Mass. 
M_ Blanchard, Elsie, Chestnut Lodge Sanitarium, 
Rockville, Md. 
M_ Blank, Edward Arthur, Bangor State Hosp., 
Bangor, Maine. 
M_ Bookhalter, Sophie, Ontario Hosp., Wood- 
stock, Ont., Canada. 
AM Borenstein, Morris Victor, 
Albany,. N. Y. 
AM _ Borough, Lester Dickey, Medical Arts Bldg., 
Ft. Worth, Texas. 
AM Brenner, Charles, 818 Harrison Ave., Boston, 
Mass. 
M Brill, Henry, Pilgrim State Hosp., Brent- 
wood, L. I.,.N. Y. 


State 


Brooklyn State 


Albany Hosp., 
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AM Brinegar, William Clouse, Gardner State M Dawson, Ralph Burk, U. S. Public Health 
Hosp., E. Gardner, Mass. Service Hosp., Fort Worth, Texas. 

M Brison, Eliza Perley, Dept. of Public Health, M Dodds, Harold H., Marcy State Hosp., 

Provincial Bldg., Halifax, N. S. Marcy, N. Y. 
M Brody, Matthew, Brooklyn State Hosp., M Doering, John Adam, 3616 California Ave., 
Brooklyn, N. Y. Pittsburgh, Pa. 
M_ Brown, Charles Hurd, Wichita Falls State M Donaldson, Frank Albiato, East Louisiana 
Hosp., Wichita Falls, Texas. State Hosp., Jackson, La. 
M_ Brown, Meyer, 104 S. Michigan Ave., Chi- M_ Donk, Rose D., Newark State School, New- 
cago, IIl. ark, N. Y. 
M_ Brown, Phillip Noyes, Ypsilanti State Hosp., M Dunn, Miriam Frances, Valley Vista Apts., 
Ypsilanti, Mich. 2032 Belmont Rd., N. W., Washington, 
M_ Bunch, James R., State Hospital No. 1, Ful- DD. &. 
ton, Mo. M Dunstone, Harry Carter, Ypsilanti State 
M_ Burack, Samuel, Kankakee State Hosp., Kan- Hosp., Ypsilanti, Mich. 
kakee, III. M Durham, Felix O., 784 Park Ave, New 
M Buxton, Rex E., 1464 Columbia Road, N. W. York, N.Y. 
Washington, D. C. AM. Eisendorf, Lester Horrow, East Moline State 
AM Calvin, Daniel Webster, U. S. Veterans Hosp., East Moline, Il. 
Facility, Roseburg, Ore. M_ Evans, Andrew Browne, 1029 Vermont Ave., 
AM Cameron, Dale C., U. S. Public Health Ser- N. W., Washington, D. C. 
vice Hospital, Ft. Worth, Texas. M Farnham, Marynia F., 125 W. 58th St., New 
AM Campbell, John Duval, 310 Brown Bldg., Yor, N.. X. 
Louisville, Ky. M Faver, Harry Ernest, Buffalo State Hosp., 
AM Carter, Elmer Norval, Spencer State Hosp., Buffalo, N. Y. 
Spencer, West Va. AM Fife, William Stewart, Stockton State Hosp., 
AM Cash, Paul T., 607 Medical Arts Bldg., Stockton, Calif. 
Omaha, Nebr. M Fine, Sydney G., New Jersey State Hosp., 
M Cassity, John H., 32 Franklin St., New York, Trenton, N. J. 
N. AM Firestone, Milton Harold, Norwich State 
M Chiarello, Joseph Carmelo, Brooklyn State Hosp., Norwich, Conn. 
Hosp., Brooklyn, N. Y. M Fischbein, Elias Cecil, 630 Fidelity Bldg., 
AM Chirico, Dominick F., 7022 Ridge Blvd., Dayton, Ohio. 
Brooklyn, N. Y. M Fishback, Dora, Institute for Juvenile Re- 
M Clardy, E. Rucker, Rockland State Hosp., search, Chicago, IIl. 
Orangeburg, N. Y. M Flicker, David Jonas, 342 Kearny Ave., 
AM Coen, Robert A., Hastings State Hosp., Kearny, N. J. 
Ingleside, Nebr. M Fletcher, Elizabeth Dawson, State Hospital, 
AM Cohen, Mabel Blake, Sheppard & Enoch Little Rock, Ark. 
Pratt Hosp., Towson, Md. M_ Forman, George W., State Hosp. No. 1, Ful- 
M Cohen, Max, Danville State Hosp., Danville, ton, Mo. 
Pa. M Foster, Richard V., Pilgrim State Hospital, 
AM Cohen, Max Michael, Civilian Conservation Brentwood, L. L., N. Y. 
Corp., Pelsor, Ark. M Franksenstein, Greta F., 350 Central Park 
M Cohen, Robert, Sheppard & Enoch Pratt West, New York, N. Y. 
Hosp., Towson, Md. AM Friend, Robert Maurice, 17 E. 96th St., New 
M Congdon, Charles Bennett, 950 E. S5oth St., York, N. Y. 
Chicago, IIl. AM Frignito, Nicholas George, Philadelphia 
M Cook, George Harvey, Ohio Hosp. for Epi- State Hosp., Philadelphia, Pa. 
leptics, Gallipolis, Ohio. AM Furst, William, Philadelphia Gen. Hospital, 
AM Cowan, George Mortebud, Veterans Admin- Philadelphia, Pa. 
istration Facility, Knoxville, Iowa. M Gallowag, Zilpha V., Western State Hosp., 
AM Crank, Henry Harlan, 2617 W. 6th St., Ft. Steilacoom, Wash. 
Topeka, Kans. M Gardner, Abraham, Danvers State Hosp., 
M Crawfis, Ewing Herman, Lima State Hosp., Hathorne, Mass. 
Lima, Ohio. M Gates, Phillip Howe, 333 Cedar St., New 
M Critts, Francis William, Letterman General Haven, Conn. 
Hosp., San Francisco, Calif. M_ Gaw, Emir Allen, 50 S. Madison Ave., Upper 
M Daly, Joseph L., Jr., Veterans Administra- Darby, Pa. 
tion Facility, Northampton, Mass. M Gericke, Otto Luke, Mendocino State Hosp., 
M Daves, Frank Erwin, Florida State Hosp., Talmage, Calif. 
Chattahoochee, Fla. AM Geshell, Stanley William, Hastings State 
M Davis, David Barden, 626 Medical Arts Hosp., Ingleside, Nebr. 
Blidg., Grand Rapids, Mich. M Gitt, Joseph J., 4500 Olive St., St. Louis, Mo. 
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AM Goldensohn, Leon N., Rockland State Hosp., 
Orangeburg, N. Y. 
M_ Goldfarb, Walter, Bellevue Psychiatric Hos- 
pital, New York, N. Y. 
AM_ Goldman, Douglas, 605 Provident Bank Bldg., 
Cincinnati, Ohio. 
AM. Goldstein, David N., Veterans Administra- 
tion Facility, Danville, Ill. 
M_ Goldstein, Hyman H., Chicago State Hosp., 
Chicago, 
M Gonda, Victor E., 25 E. Washington St., 
Chicago, Ill. 
AM_ Goodman, Louis, Box 73, Howard, R. I. 
M_ Goodstone, Gerald L., 708 Irving Ave., Syra- 
cuse, 
M_ Gordon, Maurice B., Cleveland State Hosp., 
Cleveland, Ohio. 
M Graham, Gerald H., Provincial Hospital, St. 
John, New Brunswick, Canada. 
AM  Gralnick, Alexander, Central Islip State 
Hosp., Central Islip, L. I., N. Y. 
AM Gray, Richard W., State Hosp., Lincoln, 
Nebr. 
M Green, Eugene W., Medical Center for Fed- 
eral Prisoners, Springfield, Mo. 
M Green, William F., 530 East 85th St., New 
York, N. Y. 
AM Greenburg, Harold A., Worcester State 
Hosp., Worcester, Mass. 
M Greene, Bernard L., Elgin State Hosp., El- 
gin, Ill. 
AM. Greenhill, Maurice H., Boston City Hosp., 
Boston, Mass. 
AM _ Greenwood, Edward D., Menninger Sani- 
tarium, Topeka, Kans. 
M Greteman, Leonora L., Rome State School, 
Rome, N. Y. 
M Haas, Frank W., State Hosp., Yankton, 
S. Dak. 
M Haffron, Daniel, Elgin State Hosp., Elgin, 
Ill. 
M Hagopian, Peter R., Danvers State Hosp., 
Hathorne, Mass. 
M Hahn, Ezra V., 914 Hume Mansur Bldg., 
Indianapolis, Ind. 
M_ Haimes, Solomon M., Gardner State Hosp., 
E. Gardner, Mass. 
M Halperin, Alexander, 1028 Connecticut Ave., 
Washington, D. C. 
M Hare, John Herbert, Evansville State Hosp., 
Evansville, Ind. 
M Harlow, Ralph R., Manhattan State Hosp., 
Ward’s Island, N. Y. 
M Hartnett, Harold E., Pilgrim State Hosp., 
Brentwood, L. I., N. Y. 
AM Hawkes, A. Whitfield, N. Y. Psychiatric 
Inst., New York, N. Y. 
M Hayman, Max, Neuro-Psychiatric Inst., of 
the Hartford Retreat, Hartford, Conn. 
M Hazen, Bernice M., Western State Hosp., 
Fort Steilacoom, Wash. 
M Heersema, Philip H., Mayo Clinic, Roches- 
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Heilbrunn, Gert, Elgin State Hosp., Elgin, 
Ill. 
Heiman, Marcel, 
Joseph, Mo. 
Helfand, Max, 65 Central Park West, New 
York, N.Y. 

Henninger, Owen P., Utah State Hosp., Box 
270, Provo, Utah. 

Herner, William Leo, 1545 S. Layton Blvd., 
Milwaukee, Wis. 

Hirning, Ludwig Clovis, Grasslands Hosp., 
Valhalla, N. Y. 

Holt, Mary B., Pilgrim State Hosp., Brent- 

Hora, Jerry R., Inst. for Juvenile Research, 
Chicago, IIl. 

Horney, Marianne, Payne Whitney Psy- 
chiatric Clinic, New York, N. Y. 

Houck, Knut Hoegh, 419 E. 57th St., New 
York, N. 

Hyatt, Herbert W., Sonoma State Home, 
Eldridge, Calif. 

Hyde, Charles Russel, Brooklyn State Hosp., 
Brooklyn, N. Y. 
Ireland, Effie Clarie, Laurelton State Village, 
Laurelton, Pa. 
Irman, Felix A., 
Weston, West Va. 

Jacobs, Salvador, Danvers State Hosp., Ha- 
thorne, Mass. 

Jacobson, Jacob R., Elgin State Hosp., Chi- 
cago, 

Jessico, Charles M., Western State Hosp., 
Ft. Steilacoom, Wash. 

Johnson, Adelaide M., Inst. for Juvenile Re- 
search, Chicago, 

Johnson, L. G., U. S. Medical Center, Spring- 
field, Mo. 

Jonas, Carl H., Eastern State Hosp., Medical 
Lake, Wash. 

Kalinowsky, Lothar B., Pilgrim State Hosp., 
Brentwood, L. I., N. Y. 

Kanzer, Mark, 585 West End Ave. New 
York. N. Y. 

Kearney, James I., 965 Genesee St., Buffalo, 

Kelley, Ernest, 1164 City 
Bldg., Omaha, Nebr. 

Kelley, Kenneth, 230 ‘Central Park South, 
New York, N. Y. 
Kemble, Robert P., 21 Catherine St., Worces- 
ter, Mass. 
Kemp, Milburn 
Lake, Minn. 
Kent, Emma M., Gowanda State Hosp., Hel- 
muth, N. Y. 

King, Marion R., U. S. Medical Center for 
Federal Prisoners, Springfield, Mo. 

Kisve, Rudolph S., 717 N. Robinson St., Ok- 
lahoma City, Okla. 

Knowles, Henry B., Anna State Hosp., Anna, 
Ill. 

Koppelman, Samuel, 333 Cedar St. New 
Haven, Conn. 
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M Lacy, Thomas A., Pilgrim State Hosp. AM Miksicek, John Edward, 3247 S. Jefferson 
Brentwood, L. I., N. Y. Ave., St. Louis, Mo. 
M Lafleur, Albert, Hudson River State Hosp. AM Miller, Carl, Kankakee State Hosp., Kanka- 
Poughkeepsie, N. Y. hee, III. 
AM Lambert, Richard H., Henry Phipps Psy- M Moore, Aaron, State Hosp., Central Islip, 
chiatric Clinic, Baltimore, Md. 
AM Leet, H. Halbert, Psychopathic Hosp., Iowa M Moore, Simon, Brooklyn State Hosp., Brook- 
City, Iowa. ya, N.Y. 
M_ Lemkau, Paul, School of Hyg. and Public AM Morrison, Benjamin G., Veterans Adminis- 
Health, Baltimore, Md. tration Facility, Perry Point, Md. 
M Levy, Erwin, Hastings Hillside Hosp., M Morrison, Carl V., Federal Reformatory, 
Hastings-on-Hudson, N. Y. Chillicothe, Ohio. 
M Lewis, Claud, Veterans Administration Fa- M Murphy, John M., Brooklyn State Hosp., 
cility, Waco, Texas. Brooklyn, N. Y. 
AM_ Liebman, Samuel, Malcolm A. Bliss Psycho- AM Murphy, William R., 122 Front St., Scituate, 
pathic Inst., St. Louis, Mo. Mass. 
AM Linn, Louis, N. Y. Psychiatric Inst., New M Musfelt, William, Veterans Administration 
York, N. Y. Facility, Downey, II. 
M Lipkin, Sam J., Veterans Administration Fa- M Nelson, Julius L., Brooklyn State Hosp., 
cility, Danville, Ill. Brooklyn, N. Y. 
AM Lourie, Reginal S., N. Y. Psychiatric Hosp., M Newhouse, Robert M., Compton Sanitarium, 
New York, N. Y. Compton, Calif. 
M Loynes, Dorothy, Pilgrim State Hosp. M Nobles, Charles D., Anna State Hosp., Anna, 
Brentwood, L. I., N. Y. Ill. 
AM Lozoff, Milton, State Hosp., Oswatomie, AM Nussbaum, Kurt, Philadelphia State Hosp., 
Kans. Philadelphia, Pa. 
M Lyon, Addie M., Dept. of Welfare, Frank- AM Obers, Samuel J., 40 Monroe St., New York, 
fort, Ky. 
M Macfarland, Donald A., Hotel Claremont, M O’Connor, James B., Florida State Hosp., 
Berkeley, Calif. Chattahoochee, Fla. 
AM Mackinnon, Herbert L., Neuro Psychiatric M Osborn, Leslie A., Willard State Hosp., 
Institute of the Hartford Retreat, Hart- Willard, N. Y. 
ford, Conn. M Osterman, Arthur S., Wheeling Clinic, 
M Magruder, Levin F., State Colony and Train- Wheeling, W. Va. 
ing School, Alexandria, La. AM Paceila, Bernard L., N. Y. State Psychiatric 
M Malamud, Nathan, The Neuropsychiatric Institute, New York, N. Y. 
Institute, Univ. of Mich. Hosp., Ann M Palombo, Albert S., Brooklyn State Hosp., 
Arbor, Mass. Brooklyn, N. Y. 
AM Malmstead, Chester W., Bangor State Hosp., M Panettiere, Andrew H., State Hosp., No. 2, 
Bangor, Me. St. Joseph, Mo. 
M Marquart, Philip B., 910 Medical Arts Bldg, AM Paschkes, Erich, Manteno State MHosp., 
Fort Worth, Texas. Manteno, III. 
AM Maskin, Meyer H., 147 E. Soth St, New AM Paster, Samuel, Bellevue Psychiatric Hosp., 
York, N. Y. New York, N. Y. 
AM Mathews, William H., 260 Crittendon Bldg., M Peladeau, J. Marius, Brattleboro Retreat, 
Rochester, N. Y. Brattleboro, Vt. 
AM Mayers, Albert N., Bellevue Psychiatric M Perrine, Holmes E., Neuro Psychiatric Inst. 
Hosp., New York, N. Y. J of the Hartford Retreat, Hartford, Conn. 
M Mayos, Charles E., State Hosp., East Moline, M Portnoy, Isidore, Kings Park State Hosp., 
Ml. Kings Park, L. I., N. Y. 
M McGough, James W., Child Guidance Clinic, M Posell, Edward A., Northern State Hosp., 
ne West Adams Blvd., Los Angeles, Sedro Wooley, Wash. 
M McGown, John Edward, Brooklyn State AM Pumpian-Mindlin, Eugene, 325 E. 41st St. 
Hosp., Brooklyn, N. Y. ew York, N. ¥. 
M McGregor, Keith M., Toronto Psychiatric M Rak, I. Paley, 189 Bay State Rd., Boston, 
Hosp., Toronto, Ont., Canada. Mass. 
M McLean, Grace Evelyn, 312 Locust St, | M Rappa, James E., Brooklyn State Hosp., 
Akron, Ohio. Brooklyn, N. Y. 
M McMahan, George T., Big Spring State M Reifenstein, Edward C., 120 Marshall St., 
Hosp., Big Spring, Texas. Watertown, Mass. 
M McNeel, Burdett H., Toronto Psychiatric M Remillard, Flora Marie, Danvers State 
Hosp., Toronto, Ont., Canada. Hosp., Danvers, Mass. 
M Mead, Henry C. A., 6 N. Michigan Ave., M Richardson, Willoughey P., 790 Riverside 


Drive, New York, N. Y. 
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Riley, John B., Northern State Hosp., Sedro- 
Woolley, Wash. 

Robards, Eugene M., East Louisiana State 
Hosp., Jackson, La. 

Robbins, Lewis L., Menninger Clinic, Topeka, 
Kans. 

Rochlin, Gregory N., Fairfield State Hosp., 
Newtown, Conn. 

Rosanes, Leopold, 27 W. 96th St., New York, 

Rosen, Samuel R., Boston 
Hosp., Boston, Mass. 

Rosenberger, Andrew I., 324 Wisconsin Ave., 
Milwaukee, Wis. 

Rosenblum, Marcus P., 775 E. 175th St., New 
York, N. Y. 

Rosenthal, Arthur D., Veterans Administra- 
tion Facility, Lyons, N. J. 

Ross, Edward, Alton State Hosp., Alton, III. 

Ruilman, Cyril J., Psychopathic Hosp., Iowa 
City, Iowa. 

Salzer, Harry M., 202 Doctors Bldg., Cin- 
cinnati, Ohio. 

Saunders, John R., State Hosp., Morganton, 
N.C. 

Schaefer, Phyllis A., 382 Springfield Ave., 
Summit, N. J. 

Schultz, John D., Kings Park State Hosp., 
Kings Park, L. I., N. Y. 

Schultze, Joseph H., Massillon State Hosp., 
Massillon, Ohio. 

Schutkeker, Bruno G., Buffalo State Hosp., 
Buffalo, N. Y. 


Psychopathic 


Schwab, Robert S., Massachusetts Gen. 
Hosp., Boston, Mass. 
Secunda, Lazarus, Boston Psychopathic 


Hosp., Boston, Mass. 

Shirkey, Ivy G., Veterans Administration, 
Arlington Bldg., Washington, D. C. 

Snulack, Norman R., 1824 Ocean Parkway, 
Brooklyn, N. Y. 

Sidwell, Doris M., Danvers State Hosp., 
Hathorne, Mass. 

Sillman, Leonard R., N. Y. Psychiatric Inst. 
and Hosp., New York, N. Y. 

Simonsen, Marie N., Hastings State Hosp., 
Ingleside, Nebr. 

Smith, Paul Elmer, 
Hosp., Trenton, N. J. 

Sonenthal, Israel R., 30 N. Michigan Ave., 
Chicago, 

Spark, Isadore, Veterans 
Facility, Chillicothe, Ohio. 

Spiegel, Leo A., 285 Riverside Drive, New 
York, N. Y. 

Sporn, Abram J., State Hosp., Middletown, 
N. Y. 

Spotnitz, Hyman, New York Neurological 
Inst., New York, N. Y. 

Spottswood, Maurice D., Neuro Psychiatric 
Inst. of the Hartford Retreat, Hartford, 
Conn. 

Stanton, Douglas N., Hastings State Hosp., 
Ingleside, Nebr. 


New Jeresey State 


Administration 


M 


M 


M 


AM 


AM 


M 


AM 


M 


M 


M 


M 
M 


M 


M 


M 


M 


M 


AM 


M 


M 


M 


M 


M 


M 


M 


M 


M 


M 


M 


M 


M 


M 


M 


Steinberg, Saul, Norristown 
Norristown, Pa. 

Stewart, Winifred B., 
Philadelphia, Pa. 

Stoloff, Emile G., 1185 Park Ave., New York, 
N. Y. 

Stone, Mark Leo, N. Y. Psychiatric Inst., 
New York, N. Y. 

Strauss, Bernard V., Bellevue Psychiatric 
Hosp., New York, N. Y. 

Streitweiser, Robert, Neuro Psychiatric Inst. 
of the Hartford Retreat, Hartford, Conn. 

Suratt, Theodore P., State Hosp., Central 
L. N.Y. 

Swire, Howard, Pilgrim State Hosp., Brent- 
wood, L. I., N. Y. 
Tackett, Walton, East Moline State Hosp., 
East Moline, III. 
Tamarin, Sidney L., Brooklyn State Hosp., 
Brooklyn, N. Y. 

Tasch, A. F., Parkland Hosp., Dallas, Texas. 

Tauber, Edward S., 60 E. 67th St., New 
York, N. 'Y. 

Taylor, James A., Kings Park State Hosp., 
Bones Fare, N. 

Terrence, Christopher P., 
Hosp., Brooklyn, N. Y. 

Thorne, Lewis, 787 Whitney 
Haven, Conn. 

Thubrott, John C., 965 
York, N. Y. 

Tillin, David E., Creedmoor State Hosp., 
Queens Village, L. I., N. Y. 

Tillman, Carl Gustaf, Menninger 
Topeka, Kans. 

Train, George J., 
Brooklyn, N. Y. 

Twyeffort, Louis N., Institute of the Pa. 
Hosp., Phila., Pa. 

Vander Veer Adrian H., 920 E. soth St., Chi- 
cago, Ill. 

Van Riper, Steven L., Eloise Hosp., Eloise, 
Mich. 

Van Tromp, Homer O., State Hosp., Weston, 
West Va. 

Vaughan, Roland G., Pilgrim State Hosp., 
Brentwood, L. I., N. Y. 

Verdel, Louis F., Veterans Administration 
Facility, Roanoke, Va. 

Von Salzen, Charles F., Kings Park State 
Hosp., Kings Park, L. I., N. Y. 

Walden, Willard L., East Louisiana State 
Hosp., Jackson, La. 


State Hosp., 


2028 Delancey St., 
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Ave., New 
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Brooklyn State Hosp., 


Waterfield, Hanford, Kings Park State 
Hosp., Kings Park, L. I., N. Y. 
Weatherly, Howard, Iowa Psychopathic 


Hosp., lowa City, Iowa. 

Weaver, Glenn S., Clarinda State Hosp., 
Clarinda, Iowa. 

Weber, John J., Ontario Hosp., Woodstock, 
Ont., Canada. 

Weicert, Edith V., 9 W. Melrose St., Chevy 
Chase, Md. 

Weisdorf, William, Veterans 
tion Facility, Danville, Ill. 
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M Weisz, Stephen, State Psychopathic Hosp., 
Galveston, Texas. 

M Williams, Edward H., Westbrook Sanato- 
rium, Richmond, Va. 

M Williams, Paul D., Logansport State Hosp., 
Logansport, Ind. 

AM Winick, William, Veterans Administration 

Facility, Sheridan, Wyo. 

M Winn, Robert E., 932 Medical Arts Bldg., 
Dallas, Texas. 

M Wolff, Armin H., East Moline State Hosp., 
East Moline, IIl. 

M_ Ziferstein, Isidore, State Hosp., Mt. Pleasant, 
Iowa. 

M Zimmerman, Joseph, Brooklyn, State Hosp., 
Brooklyn, N. Y. 

M Ziskind, Eugene, 20007 Wilshire Blvd., Los 
Angeles, Calif. 


They are the recommendation of the Board of 
Examiners and the Council to you for your action. 


PresIpDENT Hatt.—You understand, I am sure, 
that the application for membership is passed upon 
first by the Board of Examiners as carefully as 
they know how to do it. 

The Board of Examiners made a report to the 
Council about the application and the Council deals 
with the application as best it can. Then the report 
of the Council is put in type and presented to you. 
You have that report in your hands. 


Dr. J. D. RetcHarp.—Mr. President, I move the 
Secretary be empowered to cast one vote for these 
persons named on the list. 


The motion was seconded by Dr. R. H. 
Felix, was put to a vote and carried. 


PRESIDENT HALL.—In consequence of the adop- 
tion of that motion, the names which you have in 
type are now members of The American Psychi- 
atric Association. 

We will now have through the Secretary- 
Treasurer the report of the Council. 


SEcRETARY RucGcLes.—Mr. President and Mem- 
bers of the Association: The Council held its third 
meeting during this session Thursday afternoon, 
May 8, at two o'clock, Dr. George Stevenson pre- 
siding. Ten of the members were present. 

The two new members of the Council, Dr. 
Reichard and Dr. Karl Menninger, were greeted 
by the President as new members. 

The reports of the Section Chairman were pre- 
sented. The Section on Forensic Psychiatry recom- 
mend as their Chairman, Dr. Walter Bromberg, 
of New York; as Secretary, Dr. Philip Q. Roche, 
of Philadelphia. 

The Section on Psychoanalysis presented as 
Chairman Dr. M. Ralph Kaufman, of Boston; as 
Chairman-Elect, Dr. Philip R. Lehrman, of New 
York; as Secretary, Dr. William C. Menninger, of 
Kansas. 

The Section on Mental Deficiency presented of- 
ficers for 1942 as follows: Chairman, Dr. Harry C. 
Storrs, of Letchworth Village, New York; Secre- 


tary, Dr. Oscar J. Raeder, of Boston; Executive 
Committee, Dr. Louis A. Lurie, of Cincinnati, Dr. 
Neil A. Dayton, of Boston; Robert H. Haskell, of 
Michigan; Dr. Groves B. Smith, of Illinois; and 
Dr. Leo Kanner, of Baltimore. 

They voted to change the name of the section 
from that of Mental Deficiency to Child Psychiatry. 

The Section on Convulsive Disorders appointed 
as Chairman Dr. R. W. Waggoner, of Ann Arbor, 
Michigan, and as Secretary, Dr. Nolan D. C. Lewis, 
of New York. 

Dr. Adolf Meyer presented a request that this 
Association should take up through the Department 
of State a request that everything possible be done 
to tell him the whereabouts of Dr. Giessling, of 
Oslo, a distinguished psychiatrist : own by some 
of the members of this Association, wo studied in 
this country at one time, and asked that every 
effort be made to reinstate him in his hospital there. 
Dr. Overholser, the Secretary-Elect, was asked to 
take this matter up on behalf of the Association 
with the Department of State. 

Next followed a discussion of the whole problem 
of sections, the membership in sections, the financ- 
ing of sections and the relationship of sections to 
this Association. It was moved, seconded and voted, 
that the incoming President, Dr. James K. Hall, 
appoint a committee of three to study the problems 
of the four sections of the Association and report 
back to the Council. 

The Council recommended the appointment as 
Chairman of the Board of Examiners, in place of 
Dr. Andrew H. Woods, who, under the Constitu- 
tion, cannot serve again, the name of Dr. Samuel 
W. Hamilton. 

The Council also appointed Dr. Clarence A. Bon- 
ner, of Massachusetts, to fill the vacancy existing 
on the Board of Examiners through the retirement 
of Dr. Woods. 

The Council recommends to you for nomination 
as representatives of this Association to the Amer- 
ican Board of Psychiatry and Neurology the fol- 
lowing names: 

For one year, Dr. Franklin G. Ebaugh, Colorado. 

For two years, Dr. C. Macfie Campbell, Boston, 
Mass. 

For three years, Dr. Edward A. Strecker, Phila- 
delphia. 

For four years, Dr. John M. Murray, Massachu- 
setts. 

The Council also voted that a member of this 
Association be appointed as representative on the 
American Board of Psychiatry and Neurology by 
the President each year for a four-year term and 
the retiring members should not be eligible for 
reappointment for four years. 

The Council appointed the following Executive 
Committee: The three incoming officers, and in 
addition, two members of the Council, Dr. William ~ 
C. Sandy, of Pennsylvania, and Dr. George H. 
Stevenson, of London, Canada. 

The Council also voted to have a bond covering 
not only the Executive Assistant but also the others 
in the office and the Treasurer of the Association, 
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to an amount to be determined by the Executive 
Committee. 

It was also voted by the Council to transfer the 
funds of the Association to the new Treasurer. A 
vote of thanks to Dr. Stevenson for his year in 
office and for his annual address was also passed. 

These matters come to you from the Council for 
your action. 


Hati.—Ladies and Gentlemen: The 
report of the Council is before you for your con- 
sideration and action. May I hear a motion with 
reference to this report of the Council? 


Dr. Fet1x.—Mr. President, I move the report of 
the Council be accepted. 


The motion was seconded by Dr. George S. 
Sprague, was put to a vote and carried. 


PresIDENT Hatit.—The Secretary informs me 
that near the close of the afternoon, which means 
the close of the meeting, there will be some final 
reports. 

I am about to turn the meeting over to Dr. 
Mella, the Chairman of Section I. I would like to 
say before doing so that during my term of office, 
I hope any of you will feel free to write to me about 
anything. I pray you will do it and offer me sug- 
gestions and advice and criticisms of any kind. 


The meeting adjourned at 
o'clock. 


nine-fifty 


Fripay AFTERNOON SESSION 
May 1941 


The meeting convened at four thirty-five 
o’clock, outgoing President Stevenson pre- 
siding. 


PRESIDENT STEVENSON.—I know you are in a 
hurry to get away. I am expecting Dr. Hall here 
in a moment. I think perhaps we might have Dr. 
Pace read the report of the Committee on Resolu- 
tions, and by that time, Dr. Hall and the others 
will be here. 


Dr. Pace read the report of the Committee 
on Resolutions. 


REPORT OF THE COMMITTEE ON RESOLUTIONS 


The Committee on Resolutions has given careful 
consideration to such matters as should be reported 
to the Association in the form of resolutions and 
makes the following report which is in accordance 
with long established custom : 

1. Be It Resolved, That the Association record 
its deep appreciation of and its gratitude for the 
most able leadership and administration of its presi- 
dent, Dr. George H. Stevenson, during the past year 
and throughout this very successful annual meet- 
ing; and of the able collaboration of the President- 
Elect, Dr. James K. Hall; of the secretary-treasurer, 


[ Sept. 


Dr. Arthur H. Ruggles; of the members of the 
Council and of the Chairmen, and members of the 
various committees. 

2. Be It Resolved, That the Association acknowl- 
edges with deep appreciation the indispensable con- 
tribution to the success of this meeting, of Dr. R. 
Finley Gayle, Jr., and Dr. James A. Shield, Vice- 
Chairman, and the members of the Committee on 
Arrangements. This appreciation is extended also 
to Mrs. Edward H. Williams, chairman, and mem- 
bers of the Ladies Committee, our Hostesses, for 
their cordial and whole-hearted attentions to the 
ladies attending this meeting, and for the delightful 
entertainment provided for them; the cooperation of 
the Mental Hygiene Association of Virginia in 
arranging for the public meeting must be mentioned 
with thanks and appreciation. 

3. Be It Resolved, That special commendations be 
extended to Mr. Austin M. Davies of the Associa- 
tion and to his secretaries, not only for their tire- 
less, patient and remarkably efficient service for 
and during the annual meeting, but for their more 
enduring, faithful, and successful attention to the 
Association interests throughout the past year. 

4. Be It Resolved, That the Association expresses 
its appreciation of the interest, skill and labor of 
Dr. Abraham Myerson and his associates in pre- 
paring, and in the administration of the Scientific 
Exhibit, also of the service of Dr. John Reichard in 
the management and display of the interesting mov- 
ing pictures and slides. This appreciation is ex- 
tended to the many investigators who prepared 
exhibits for this meeting. 

5. Be It Resolved, That the Association is deeply 
indebted to Sir Gerald Campbell, K. C. M.G., His 
Britannic Majesty’s Minister to the United States, 
for his splendid, eloquent, and inspiring address at 
the annual dinner. 

6. Be It Resolved, That we voice our appreciation 
for the courteous and efficient attention rendered 
by the management and executive staff of the 
Jefferson Hotel. 

7. Be It Resolved, That we express our deep 
gratitude to the various state and local organiza- 
tions which have cooperated in making this meet- 
ing so successful and pleasant. In this connection 
we expecially note the cooperation of the State of 
Virginia, the city council of Richmond, the Chamber 
of Commerce, as represented by Mr. Christian Undt, 
and the staff of Westbrook Sanitorium for their 
delightful entertainment. 

8. WHEREAS, The Dominion of Canada from 
which so many of our members come is heroically 
engaged in war and the threat of the same Totali- 
tarian aggression is challenging our free way of life 
casting the shadow of war over our American 
Republics; and, 

WHEREAS, Since our governments are engaged in 
active programs of preparation to protect and pre- 
serve our democracies, the maintenance and im- 
provement of morale is of national importance, and 
our members have a real contribution to make to 
this and kindred subjects through their special 
knowledge and investigations; and, 

WuHeErEAS, Our Association’s president, Dr. Ste- 
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venson in his thoughtful address has suggested that 
we should direct our attention to our responsibility 
to contribute to a long range study of national and 
mass conduct motivation. 

Therefore Be It Resolved, That this 97th annual 
meeting of The American Psychiatric Association 
rededicate itself to the preservation of these demo- 
cratic ideals and pledge its complete cooperation 
individually and collectively to our governments in 
this emergency. 

9. Be It Resolved, That we recommend to the 
Council of this Association the creation of a con- 
tinuing committee to devise ways and means by 
which this Association may contribute to a long 
range program of investigation and education to 
the end that in the future peoples and nations, like 
individuals, may solve their difficulties without 
appeal to arms. 

10. Be It Further Resolved, That copies of this 
resolution be forwarded to the President of the 
United States and the Prime Minister of Canada. 

Respectfully submitted, 
GARLAND H. Pace, M.D., 
Chairman, 
Howarp K. Petry, M.D., 
J. D. Grirrin, M. D. 


Dr. Pace.—Mr. President, I move the adoption 
of this report. 


PRESIDENT STEVENSON.—Thank you, Dr. Pace! 


The motion was seconded by Dr. Reichard, 
was put to a vote and carried. 


PRESIDENT STEVENSON.—The Committee on 
Resolutions has presented a very complete report 
and I do not wish to take time to repeat their 
report by extending my own personal thanks to 
each of the individuals or groups that are men- 
tioned in it. It has, it seems, been a short time 
since we began this meeting, although it has been 
a very full and busy week. I think we are all 
agreed it has been a very happy week and a very 
successful program. I should like particularly to 
mention Dr. Bowman, the Chairman of the Program 
Committee, for this is his first year as Chairman of 
this committee. I think we are all agreed that they 
have done a masterful job. 

Would you bring Dr. Hall to the platform, Dr. 
Overholser and Dr. Ruggles? 

I feel, too, that I cannot let this occasion pass 
without extending my deepest thanks and apprecia- 
tion to the wonderful folk here in Richmond and 
vicinity, in the state, who, by their most generous 
hospitality and extreme kindness, unfailing kind- 
ness, have been such a help to make this a memor- 
able meeting. 

The Committee on Arrangements particularly, 
under the leadership of Dr. Gayle and the Vice- 
Chairmanship of Dr. Shield, have been indefatiga- 
ble in their efforts, and we have asked a lot of 
them and they have anticipated most of our wants, 
and any little thing that came up that we needed 
some assistance with, they were right on the job 
to help us out. 


I should like, now that Dr. Ruggles is here, to 
make expression of my deep gratitude to him. He 
has been a tower of strength to this organization 
for many years. He has been carrying one of the 
heaviest burdens, I think the heaviest burden, in 
the Association as Secretary-Treasurer. It is rather 
a thankless task in itself and one that always car- 
ries with it a great deal of worry and bother and 
detail. I know I have had to write him dozens of 
times through the year, and unfailingly he has 
come through with the information or the advice; 
that has made this a very happy year for me and it 
is largely due to his efforts that the Association’s 
affairs have run so smoothly. 

I should also like to thank the members of the 
Council and all the Committee Chairmen and the 
members of all the Committees for their continuous 
and thorough work in handling all the activity of 
this large Association. 

We presented Dr. Hall to you on Wednesday 
night. In a few moments, I am going to turn the 
gavel over to him. I wanted you to see your new 
Secretary-Treasurer, too, and your new President- 
Elect, who are on the platform now. They are 
inheriting certain badges which will be worn with 
the greatest of grace and efficiency. 

I am going to ask Dr. Ruggles to say a word 
before he goes. 


RETIRING SECRETARY RucGcGLes.—Mr. President, 
Mr. President-Elect and Secretary-Treasurer: I 
remember very well Dr. Stevenson saying last year 
that the Association had been very kind to him and 
let him come up the easy way. I can only say that 
the work of the Secretary-Treasurer is a piece of 
work that is increasing each year, and I think this 
Association will have to give it a great deal of 
thought in its growth and development as to the 
possibility of enlarging the Association’s offices, for 
example, an assistant secretary and that type of 
thing. I have enjoyed it, but naturally it could not 
have been done without the cooperation of every 
one. 

I want to express especially my appreciation to 
the Committee on Arrangements and to Mr. Davies 
and his assistants who have helped to make this 
meeting so successful and to break all records of 
attendance, both for members and for total number 
of membership. 

There were 1453 present, which breaks all records. 


PRESIDENT STEVENSON.—I shall ask Dr. Over- 
holser, your new Secretary-Treasurer, to say a 
word. 


INCOMING SECRETARY OvERHOLSER.—Mr. Presi- 
dent, President Hall, Ladies and Gentlemen: Prob- 
ably during the coming year I shan’t have time to 
say anything at all, I will be so busy keeping up 
with the pace that has been set by Dr. Ruggles 
and Dr. Sandy and Dr. Cheney and the other dis- 
tinguished Secretaries who have gone before me. 

I appreciate the honor that has been conferred 
on me. I shall try to do everything possible to carry 
on in the true A. P. A. tradition. 

PRESIDENT STEVENSON.—In one sense, I am sorry 
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that Dr. Hall did not precede me in my year of 
office, because I have learned some technics from 
him this past week that I have not been practicing. 
I notice when he meets any charming young lady, 
he leans very confidently towards the young lady 
and is likely to implant a gentle kiss on the lady’s 
brow. I started noticing this late yesterday and 
only got as far as one lady. I don’t suppose there 
is any chance of getting an extension of my office 
for another year to develop this technic further, 
but I must say Dr. Hall practices very gracefully 
indeed. 

This concludes my year of office and I want to 
thank you all again for all your kindnesses to me. 

Dr. Hall, if you will be good enough to come 
forward, I should like to hand you the gavel and 
ask you to make your closing remarks and to close 
the meeting. 


Incoming President Hall assumed the 
chair. 


PRESIDENT HAtt.—I will have to give the old 
Scotchman some lessons with the ladies. 


Mr. Past President, Mr. Future President and 
Mr. Secretary-Treasurer: We have been delight- 
fully overwhelmed here by your numbers and we 
have been equally as charmed by the pleasant gra- 
ciousness with which you adapted yourselves un- 
complainingly to our inadequacies consequent upon 
your numbers. I think you have borne with us 
cheerfully and, so far as I know, uncomplainingly. 

I remember that not so many years ago, soon 
after a national election and before an inaugura- 


tion, that an elected president sent a friend to inter- 
view another friend about cabinet material, and this 
friend named a gentleman whom I happened to 
know, “Don’t you think he is cabinet timber?” 
He said, “Why, he is not a splinter!” 

I must confess that I felt somewhat that way 
about myself. 

You have been very gracious to me, Mr. Past 
President, Mr. Secretary-Treasurer, Mr. Future 
Secretary-Treasurer, and I shall lean on you more 
heavily than ever within the next year, which will 
probably be the most critical year, not only in our 
national life but in the history of the world, and we 
must all try to do the best we can. This organiza- 
tion, now almost one hundred years old, gives us 
an opportunity to cooperate with each other in an 
attempt to be helpful not only to our national gov- 
ernment but to the citizenship of the United States 
and to the democracies of the world. I pray that 
I may have, as I know I shall have, your hearty 
cooperation. I hope you will write to me and 
express yourselves to me freely in your efforts to 
help me. And I know you will join me in a devout 
prayer to Almighty God that we may all be given 
the strength and grace to do the best we can. 

I am reminded that the 97th annual session of 
The American Psychiatric Association is about to 
adjourn to meet in Boston in May, at a date later 
to be announced, in 1942. 


The meeting adjourned at four fifty-five 
o'clock. 
ARTHUR H. Ruactes, M. D., 
Secretary-Treasurer. 
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PROCEEDINGS SCIENTIFIC SESSIONS 
OF THE 
NINETY-SEVENTH ANNUAL MEETING 
OF THE 


AMERICAN PSYCHIATRIC ASSOCIATION 
May 6-9, 1941 


SunpDAyY AFTERNOON, MAy 4, IQ4I 


SYMPOSIUM ON THE PSYCHIATRIST AND THE 
NATIONAL EMERGENCY 


Dr. Harry A. Steckel presiding 


The Organization of Psychiatry for the Emer- 
gency. Dr. Harry A. Steckel. 

Lessons from the World War. Dr. Edwin G. 
Zabriskie. 

A Program for Civilian Mental Health. Hon. 
Charles T. Taft. 

Personal Relations in Industry. Dr. Lydia G. 
Giberson. 

Psychiatry and the Industrial Health Problem. 
Dr. Clarence D. Selby. 

Trends Indicating the Psychiatric Prospects. 
Dr. Winfred Overholser. 


SunpbAy EvENING, MAy 4, I94I 
Dr. James King Hall presiding 


The Psychiatrist and National Security. Hon. 
Jerome N. Frank. 

The Psychiatrist and the Fifth Column. Hon. 
Edward A. Tamm. 


MonpAy MorninG, May 5, 
Lt. Col. Charles B. Spruit presiding 


Current Experience in Canada. Dr. George H. 
Stephenson. 

Some Psychiatric Aspects of the Present War. 
Dr. J. P. S. Cathcart. 

Notes on a Visit to Canada. Dr. Roscoe W. Hall. 

Selective Service Psychiatry. Dr. Harry Stack 
Sullivan. 

Psychiatry in the Army. Lt. Col. Patrick S. 
Madigan. 

Psychiatry in the Navy. Commander Forrest M. 
Harrison. 

Psychiatry in the Air Corps. Lt. Commander 
Rex H. White. 

Psychiatric Preparation for Casualties. Dr. 
Martin Cooley. 

Informal Round Table. Dr. Harry Stack Sulli- 
van, Moderator. Discussants: Lt. Col. William C. 
Porter, Dr. Samuel W. Hamilton. 


MonpbAy MorninG, May 5, 1941 


JOINT SESSION OF THE SECTION ON CONVULSIVE 
DISORDERS AND THE AMERICAN CHAPTER OF THE 
INTERNATIONAL LEAGUE AGAINST EPILEPSY 


Dr. Albert W. Pigott, Chairman 


A Plan for the Intra-Extramural Management 
of Convulsive Cases. Dr. Charles K. Reinke. 

Some Clinical Data of Five Thousand Admis- 
sions in Institutional Epileptics. Drs. Thomas S. P. 
Fitch and Samuel M. Weingrow. 

Review of Present Status of Dilantin Therapy. 
Drs. Robert L. Dixon and Willard W. Dickerson. 

A Chemical Study Concerning the Action of 
Dilantin. Drs. Felix Frisch and Albert W. Pigott. 

The Anticonvulsive Action of Azosulfamide 
(Neoprontosil). Drs. Mandel E. Cohen and Stanley 
Cobb. 

An Analysis of Certain Brain Pathology Asso- 
ciated with Convulsive Disorders. Drs. Raymond 
W. Waggoner and Konstantin Lowenberg-Scha- 
renberg. 

Electroencephalographic Studies in Myoclonia. 
Drs. David C. Wilson and C. G. Holland. Dis- 
cussed by Dr. Roy R. Grinker. 


Monpbay MorninG, May 5, 194I—SECTION ON 
ForRENSIC PSYCHIATRY 


COMMITTEE ON EXPERT TESTIMONY 


Expert Witness and the Insanity Defense Plea. 
Dr. Martin H. Hoffmann. 

Experiences with a New Criminal Code in New 
York State. Dr. Benjamin Apfelberg. Discussed 
by Dr. Winfred Overholser. 


COMMITTEE ON TRAINING IN FORENSIC PSYCHIATRY 


Present Day Requisites in Training in Forensic 
Psychiatry. Dr. Philip Q. Roche. Discussed by 
Dr. Franklin G. Ebaugh. 

Report of Committee on Psychiatry in Courts. 
Dr. Royal G. Grossman. 

The Significance of Alcoholism in the History 
of the Criminal. Dr. M. Geneva Gray and Merrill 
Moore. 

Specific Trends in the Criminality of Women. 
Dr. Frank J. Curran. 
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Socio-Psychologic Aspects of Female Offenders. 
Dr. John H. Cassity. 

Psychological Study of Twenty-two Individuals 
Sentenced for Murder First Degree. Dr. Ralph 
S. Banay. 

Survey of Fifty Murder Cases. Dr. Charles A. 
Rymer. Discussed by Drs. Paul Holmer and John 
E. Lind. 


Monpay AFTERNOON, MAy 5, I94I 


JOINT SESSION OF THE SECTION ON CONVULSIVE 
DISORDERS AND THE AMERICAN CHAPTER OF THE 
INTERNATIONAL LEAGUE AGAINST EPILEPSY 


Dr. Tracy J. Putnam presiding 


Business Sessic 1 of Section on Convulsive Dis- 
orders of the American Psychiatric Association. 

Convulsions of Early Life and their Relation to 
the Chronic Convulsive Disorders. Dr. Douglas A. 
Thom. 

Paroxysmal Attacks of Abdominal Pain and 
Epileptic Equivalent in Children. Drs. David M. 
Greeley, Walter O. Klingman, William S. Lang- 
ford and Paul F. A. Hoefer. 

Mental Impairment in Epilepsy. Dr. William G. 
Lennox. 

Convulsions Following Remote Electrical Stimu- 
lation of Sub-Cortical Cerebral Levels. Dr. Fred- 
erick A. Fender. 

Rheumatic Epilepsy (Sequel of Rheumatic 
Fever). Dr. Walter L. Bruetsch. 

Regulation of Treatment of Epilepsy by Syn- 
chronized Recording of Respiration and Brain 
Waves. Drs. Robert S. Schwab, Alfred Grunwald 
and W. W. Sargant. 

Business Session of the American Chapter of 
the International League Against Epilepsy. 


MonpAy AFTERNOON, MAy 5, I94I—SECTION ON 
ForENSIC PSYCHIATRY 


COMMITTEE ON MENTAL DEFICIENCY AND CRIME 


Report. Dr. Vernon C. Branham. 


COMMITTEE ON PRISONS 


Functions of a Prison Psychiatrist. Dr. Manly 
B. Root. Discussed by Dr. George H. Preston. 


COMMITTEE ON JUVENILE DELINQUENTS 


Report. Dr. Gilbert J. Rich. 

The Sense of Guilt in Its Relation to Treatment 
of Offenders. Dr. R. L. Jenkins. Discussed by 
Dr. Aaron J. Rosanoff. 


COMMITTEE ON THERAPY AND CRIME 


Report. Dr. Frank J. Curran. Discussed by 
Dr. Sara Geiger. 

Psychopathic Personality. Dr. Clarke W. 
Mangun. 

Concepts of Insanity in Criminality. Dr. Ben 
Karpman. Discussed by Dr. Karl M. Bowman. 


OF SOCIETIES 


[ Sept. 
Monpay EVENING, May 5, 194I—SUBSCRIPTION 
DINNER 


JOINT SESSION OF THE SECTION ON CONVULSIVE 
DISORDERS AND THE AMERICAN CHAPTER OF THE 
INTERNATIONAL LEAGUE AGAINST EPILEPSY 


Play by the Virginia Players, University of Vir- 
ginia Folk Songs—Presented by Mr. John Powell. 


DINNER MEETING—SECTION ON FORENSIC 
PSYCHIATRY 


FORENSIC IMPLICATIONS FOR OUR NATIONAL 
EMERGENCY 


Moderator: Dr. Lowell S. Selling 


Discussion by Drs. Edgar Gerlach, Austin H. 
MacCormick and Lt. Col. Ernest H. Burt. 


SecTIon I, TuespAy AFTERNOON SESSION, 
May 6, 1941 


TREATMENT BY PHYSICAL METHODS 
Dr. Walter L. Bruetsch presiding 


A Study of Frontal Lobotomy: An Evaluation 
of Neurosurgical and Neurological Features in Five 
Closely Observed Psychotic Patients, by Drs. Ed- 
ward A. Strecker, Francis C. Grant and Harold D. 
Palmer. Discussion by Drs. Walter Freeman, 
Mesrop A. Tarumianz, W. P. Van Wagenen, J. S. 
DeJarnette, William Ravine and Palmer (closing). 

The Application of Low Temperature with Spe- 
cial Reference to the Schizophrenias, by Drs. Ken- 
neth J. Tillotson and John H. Talbott. Discussion 
by Drs. Edwin F. Gildea, Kenneth E. Appel, Abra- 
ham Myerson and Tillotson (closing). 

Effect of Thyroid Medication on Brain Metabo- 
lism of Cretins, by Drs. H. E. Himwich, C. Daly, 
J. F. Fazekas and H. C. Herrlich. Discussion by 
Drs. John C. Whitehorn, Roy G. Hoskins, Louis A. 
Lurie and Himwich (closing). 

Endocrine Therapy in the Psychoses, by Drs. C. 
Charles Burlingame and Marjorie B. Patterson. 
Discussion by Drs. Seymour D. Ludlum, Roy G. 
Hoskins, Harold D. Palmer, J. A. Kindwall and 
Patterson (closing). 

A Comparative Study of the Effects of Three 
Barbiturate Compounds in Excited Psychotic Pa- 
tients, by Drs. Eugene Davidoff and Gerald L. 
Goodstone. Discussion by Drs. George A. Elliott 
and Davidoff (closing). 


WEDNESDAY MorNING Session, May 7, 1941 
JOINT SESSION WITH SECTION ON PSYCHOANALYSIS 


Dr. Karl A. Menninger presiding 


Ego Defense Reactions in Diseases of Organs Con- 
cerned in Formation of Anxiety, by Dr. J. Kasanin. 
Discussion by Drs. Lawrence S. Kubie, Ralph M. 
Kaufman and Kasanin (closing). 

Evaluation of the Results of Psychoanalytic 
Therapy, by Dr. Robert P. Knight. Discussion by 
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Drs. Lewis B. Hill, Franz Alexander, David Levy, 
A. A. Brill, John A. Millet and Knight (closing). 

Anorexia Nervosa (Its Psychodynamics and 
Treatment), by Dr. Sandor Lorand. Discussion by 
Drs. Helene Deutsch, Morris W. Brody, A. A. 
3rill and Lorand (closing). 

Physiological Correlates of Maternal Behavior, 
by Dr. David M. Levy. Discussion by Drs. Mary 
O. Hawkins, Teresa Benedict, Bela Mittelmann, 
Margaretha A. Ribble and Levy (closing). 


WEDNESDAY AFTERNOON SESSION, MAy 7, 1941 


SYMPOSIUM ON EXPERIMENTAL INVESTIGATIONS 
IN THE PSYCHONEUROSES 


Dr. C. Macfie Campbell presiding 


Origin and Development of Chronic Nervous 
Disturbances Experimentally Produced, by Dr. W. 
Horsley Gantt. Discussion by Dr. Theophile 
Raphael. 

Study of the Positive Conditioned Salivary Re- 
flex in Psychoneurotic Patients, by Drs. Jacob E. 
Finesinger, George F. Sutherland and Frances F. 
McGuire. Discussion by Drs. Clarence O. Cheney, 
W. Horsley Gantt and Finesinger (closing). 

Hypochondriacal Complaints with Special Refer- 
ence to Personality and Environment, by Dr. 
Solomon Katzenelbogen. Discussion by Drs. Wil- 
liam C. Menninger, N. Blackman, C. Macfie Camp- 
bell and Katzenelbogen (closing). 

Hospital Treatment of Patients with Psycho- 
neurotic Disorders, by Drs. Donald M. Hamilton 
and James H. Wall. Discussion by Drs. Clifford 
D. Moore, Lauren H. Smith, C. Macfie Campbell 
and Hamilton (closing). 

Investigation of the Personality Features and 
Psychobiologic Reactions of Patients with Peptic 
Ulcer and Gastritis: Experimental Studies, by Drs. 
Bela Mittelmann and Harold G. Wolff. Discussion 
by Drs. Theodore A. Watters, Solomon Katzenel- 
bogen and Mittelmann (closing). 


TuurspAy Morninc Session, May 8, 1941 


PHARMACOLOGICAL SHOCK TREATMENT 


Dr. Titus H. Harris presiding 


An Analysis of Prognostic Criteria in 150 Schizo- 
phrenics Treated with Metrazol or Insulin, by Drs. 
Louis S. Chase and Samuel Silverman. 

Follow-Up Results in Insulin Shock Therapy 
After One to Three Years, by Drs. T. D. Rivers 
and E. D. Bond. 

Results and Observations on Insulin Shock Ther- 
apy in Negro Ex-Service Men, by Dr. Prince P. 
Barker. 

The Vitamin B: Requirement During Therapeutic 
Insulin Shock Therapy, by Drs. Walter Goldfarb 
and Karl M. Bowman. 

The Question of Vertebral Fractures in Convul- 
sive Therapy and in Epilepsy, by Drs. Harry J. 
Worthing and Lothar B. Kalinowsky. 

Discussion by Drs. Joseph Wortis, E. Armitage 
Baber, Bichopski, Victor E. Gonda, T. K. Gruber, 


Staley, Ladislas J. Meduna, Theodore R. Robie, 
Eugene Ziskind, G. Alexander Young, Clarence O. 
Cheney, Matthew Brody and (closing) Chase, 
Rivers, Goldfarb, Barker and Kalinowsky. 


FripAy Morninc Session, MAy 1941 


ASPECTS OF MORALE 


Dr. Hugo Mella presiding 


Practical Military Psychiatry, by Lt. Col. P. S. 
Madigan. Discussion by Drs. William C. Mennin- 
ger, Lowell A. Selling, Douglas A. Thom, Harry 
Stack Sullivan and Lt. Col. Madigan (closing). 

Morale in the Navy: Its Psychiatric Aspects, by 
Commander Forrest M. Harrison. Discussion by 
Drs. Karl A. Menninger, W. N. Hughes, Richard L. 
Jenkins and Commander Harrison (closing). 

Morale as a Psychiatric Problem, by Dr. George 
S. Sprague. 

Observations on Morale, by Dr. 
Cameron. 

The Psychology of Revolt, Obedience and Panic, 
by Dr. Gregory Zilboorg. 


D. Ewen 


Fripay AFTERNOON SESSION, May 9, IQ4I 


ELECTROENCEPH ALOGRAPHY 
Dr. David C. Wilson presiding 


Clinical and Electroencephalic Studies in Pykno- 
lepsy, by Drs. Joseph W. Owen and Louis Berlin- 
rood. Discussion by Drs. D. B. Lindsley, Pauline A. 
Davis and Owen (closing). 

Electroencephalography in Schizophrenia, by Drs. 
Knox H. Finley and C. Macfie Campbell. Discus- 
sion by Drs. Pauline A. Davis, D. B. Lindsley, and 
Finley and Campbell (closing). 

Electroencephalographic Studies in Organic Psy- 
choses, by Drs. Paul Hoch and Joseph Kubis. Dis- 
cussion by Drs. Eugene Ziskind and Hoch (clos- 
ing). 

Electroencephalographic Studies in Delinquent 
Behavior Problem Children, by Drs. Norman Q. 
Brill, Herta Seidemann, Ben Balser and Helen 
Montague. Discussion by Drs. Richard L. Jenkins, 
William Ravine and D. B. Lindsley. 

Electroencephalograms of Manic-Depressive Pa- 
tients, by Dr. Pauline A. Davis. Discussion by 
Drs. W. Horsley Gantt, Eugene Ziskind and Davis 
(closing). 


Section II. TurespaAy AFTERNOON, May 6, I94I 


ADMINISTRATIVE PROBLEMS 
Dr. Ralph M. Chambers presiding 


How statistics Can Help the Hospital Adminis- 
trator. Dr. Neil A. Dayton. Discussed by Drs. 
William C. Sandy and George F. Brewster. 

Joint Endeavors of the Administrative Physi- 
cian and the Psychotherapist. Drs. Robert T. 
Morse and Douglas Noble. Discussed by Drs. 
Samuel W. Hamilton and Clarence A. Bonner. 

Mental Age of State Hospital Employees in 
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Relationship with Efficiency: Study of Efficiency 
Ratings of 139 Attendants Employed at the West- 
borough State Hospital During the Year 19306. 
Dr. Rollin V. Hadley. Discussed by Drs. Louis S. 
Lipschutz and Crawford N. Baganz. 

Some Problems in Hospitalization and Treat- 
ment of Beneficiaries of Veterans’ Administration 
in Neuropsychiatric Facilities Arising from Atti- 
tudes and Cross-Purposes of Relatives. Dr. W. M. 
Bevis. Discussed by Drs. Ernest Lewy and Roy D. 
Halloran. 

Miniature Radiographs in the Control of Tuber- 
culosis in Psychiatric Hospitals. Dr. Richmond J. 
Beck. Discussed by Drs. Earl K. Holt and Charles 
H. Dolloff. 


WEDNESDAY MorRNING, May 7, I94I 
CLINICAL STUDIES 
Dr. Earl D. Bond presiding 


Mental Disorder in One of a Pair of Identical 
Twins: A Study of Five Cases. Dr. G. E. Hobbs. 
Discussed by Dr. Winfred Richmon. 

Autonomic Nervous System Function in Children 
with Behavior Problems, as Measured by the 
Parotid Secretory Rate. Drs. R. S. Lourie, S. E. 
Barrera and E. I. Strongin. Discussed by Drs. 
Mary Hawkins and E. R. Clardy. 

A Study of Manic-Depressive Psychoses Occur- 
ring During the Later Life Period. Dr. Edwin J. 
Doty. Discussed by Drs. C. Macfie Campbell and 
S. Spafford Ackerly. 

Psychoses and Allied States Occurring Subse- 
quent to Thyroidectomy. Drs. Merle Q. Howard 
and Lloyd H. Ziegler. Discussed by Drs. Edward 
A. Strecker and Howard D. McIntyre. 

A Rorschach Study of Fifty-Five Medical Stu- 
dents. Drs. John D. Benjamin and Franklin G., 
Ebaugh. Discussed by Drs. David Levy and 
Douglas McG. Kelley. 


JOINT SESSION OF THE SECTION ON PSYCHOANALYSIS 
AND THE AMERICAN PSYCHOANALYTIC 
ASSOCIATION 


Dr. David M. Levy presiding 


Intellectual Factors in Psychoanalytic Therapy. 
Dr. Clarence P. Oberndorf. 
Feminine Strivings in 
Ophuijsen. 

Personality Structure and the Female Sexual 
Cycle. Dr. Therese Benedek. 

Factors in the Differentiation of Various Forms 
of Neuroses Out of the Common Repetitive Core. 
Dr. Lawrence S. Kubie. 


Men. J. H. W. van 


THURSDAY MorninG, May 8, 1941 


JOINT SESSION WITH THE SECTION ON 
MENTAL DEFICIENCY 


The Feebleminded Motorist. Dr. Lowell S. 
Selling. Discussed by Dr. Frederick Rosenheim. 

Range of Psychiatric Problems in a State School 
for the Mentally Defective. Drs. Edward J. 
Humphreys and Suzanne Howe. 


OF SOCIETIES 
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Psychiatric Observations on Children with Ab- 
dominal Pain. Dr. John’ P. Lambert. Discussed 
by Drs. J. H. Conn and William S. Langford. 

The Period of Resistance in Early Childhood. 
Dr. Eric Benjamin. Discussed by Dr. David M. 
Levy. 

The Use of Amphetamine Sulfate (Benzedrine) 
in Child Psychiatry. Drs. Loretta Bender and 
Frances Cottington. Discussed by Dr. Charles 
Bradley. 


Morninc, MAy 9, I94I 
ELECTRIC SHOCK THERAPY 
Dr. Roy Grinker presiding 


Drs. 
Bernard J. 


Electroshock Treatment in the Psychoses. 
Lauren H. Smith, Joseph Hughes, 
Alpers and Donald W. Hastings. 

The Out-Patient Electric Shock Treatment 
of Manic-Depressive Psychoses. Dr. Abraham 
Myerson. 

Observations of Mental Patients After Electro- 
shocks. Drs. H. Lowenbach, and E. J. Stainbrook. 

The “Petit Mal” Response in Electric Shock 
Therapy; Its Theoretical and Therapeutic Signifi- 
cance. Drs. L. Kalinowsky and W. A. Horwitz. 

Brain Metabolism VIII. The Effects of Elec- 
tric Shock and Some Newer Drugs. Drs. S. Bernard 
Wortis, Donald Shaskan, David Impastato and 
Renato Almansi. Discussants: Drs. N. J. Berko- 
witz, Joseph Epstein, William Furst and Joseph 
Wortis. 


FripAy AFTERNOON, MAY 9, 10941 


EXTRAMURAL PSYCHIATRY 
Dr. James K. Hall presiding 


A Socio-Psychiatric Investigation of the Involu- 


tional Psychoses, Drs. William Malamud, a 
Sands and I. Malamud. Discussed by Dr. Oskar 
Diethelm. 

Studies of Mental Health in Tennessee. I. De- 


scription of the Original Study Plan, II. Statis- 
tical Report of a Psychiatric Survey of a Rural 
County. Drs. William F. Roth, Jr., and Frank H. 
Luton. Discussed by Dr. G. Kirby Collier. 

Studies in Senile and Arteriosclerotic Psychoses. 
Drs. Harold W. Williams, Ernest Quesnel, Vera 
Winston Fish, Charles E. White and Louis Good- 
man. Discussed by Dr. Raymond S. Crispell. 

Psychopathological Interpretation of the 
Psychiatry of Old Age. Dr. G. Wilse Robinson. 
Discussed by Dr. S. Spafford Ackerly. 

Some Anxiety Sources in a Navaho Indian 
Community. Drs. Alexander Leighton and Doro- 
thea Leighton. Discussed by Dr. Karl Menninger. 


Section III, WepNEspAY MorNING, May 7, 1094! 
BRAIN PATHOLOGY 
Dr. Clarence O. Cheney presiding 


Biopsy Studies of the Brain Following Arti- 
ficially Produced Convulsions. Drs. Erich Liebert 
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and Gert Heilbrunn. Discussed by Drs. Bernard 
J. Alpers and Raymond W. Waggoner. 

Behavioral Changes Associated with Brain Le- 
sions in Man. Drs. Ward Halstead and Paul Sett- 
lage. Discussed by Drs. David Sleight and William 
G. Lennox. 

The Effects of Partial and Complete Section of 
the Corpus Callosum in Psychopathic Epileptics. 
Dr. Alexander J. Akelaitis. Discussed by Drs. 
Tracy J. Putnam and Irving J. Sands. 

The Hypothalamus and Emotion. Dr. Jules H. 
Masserman. Discussed by Drs. Adolf Meyer and 
D. Ewen Cameron. 

Experimental Studies of Hypothalamo-Cortical 
Relations in Schizophrenia. Drs. Roy R. Grinker 
and Herman M. Serota. Discussed by Drs. Abram 
E. Bennett and Alphonse Vonderahe. 


TuurspAy Morninc, May 8, 1941 
PHYSIOLOGICAL CLINICAL STUDIES 


Dr. Andrew H. Woods presiding 


An Investigation of the Effect of Inhalation of 
9% Oxygen for Twenty Minutes in Non-Psychotic 
and in Schizophrenic Subjects. Dr. William L. 
Holt, Jr. Discussed by Drs. Harold G. Wolff and 
Jacob Finesinger. 

The Relationship of Vitamin C Deficiency in 
Dental and Gingival Conditions in Mental Patients. 
Drs. Hyman S. Barahal and Maynard G. Priest- 
man. Discussed by Drs. Theodore R. Robie and 
Herman Wortis. 

The Menstrual Cycle with Vaginal Smear 
Studies in Schizophrenia, Depression and Elation. 
Dr. Herbert S. Ripley and George N. Papanico- 
laou. Discussed by Drs. Edwin J. Doty and Eliot 
H. Rodnick. 

Postural Reactions to Vestibular Stimulation in 
Schizophrenic and Normal Persons. Drs. Andras 
Agyal and Max Sherman. Discussion by Drs. 
Harry C. Solomon and W. Horsley Gantt. 

The Problem of Psychogenic Precipitation in 
Schizophrenia. Dr, Otto Kant. 


FripAy MorNING, MAY 9, 1941 
ALCOHOL 
Dr. Lawrence Kolb presiding 


The Treatment of Chronic Alcoholism. Dr. 


Walter A. Thompson. 


The Personality of the Alcoholic. Drs. Robert 
V. Seliger and Seymour J. Rosenberg. 
“Encephalopathia Alcoholica.” Drs. Norman 


Jolliffe and Herman Wortis. 
Results in the Use of Amphetamine ( Benzedrine) 
Sulfate as an Adjuvant in the Treatment of Chronic 


Alcoholism. Dr. Wilfred Bloomberg. 
Alcohol Absorbtion and Intoxication. Their 
Modification by Autonomic Drugs. Drs. Max 


Rinkel and Abraham Myerson. Discussants: Drs. 
Winfred Overholser, Arthur H. Ruggles and 
Robert Fleming. 


Fripay AFTERNOON, MAy 9, 1941 


MISCELLANEOUS TOPICS 


Dr. Beverly R. Tucker presiding 


The Heredito-Constitutional Mechanisms of Pre- 
disposition and Resistance to Schizophrenia. Drs. 
F. J. Kallmann and S. E. Barrera. Discussed by 
Dr. Milton H. Erickson. 

The Work of a Chaplain in a State Hospital for 
Mental Diseases. Rev. Austin W. Scully. Dis- 
cussed by Dr. John D. O’Brien. 

The Value of a Neuropsychiatric Service to a 
General Hospital. Dr. Buell L. Ashmore. Dis- 
cussed by Dr. R. Finley Gayle, Jr. 

A Tuberculosis Case Finding Program in the 
Mental Hospital. Drs. M. H. Hoffman and L. J. 
Bailey. Discussed by Dr. Ralph M. Fellows. 

Psychiatrist-Social Worker Relationship. Dr. 
Marianne Horney. Discussed by Dr. Douglas 
W. Orr. 

ArTHUR H. RUuGGLEs, 
Secretary. 


NOTES ON ROUND TABLE DISCUSSION 


COOPERATION BETWEEN PSYCHIATRIST AND PSYCHI- 
ATRIC SOCIAL WoRKER IN THE SOCIAL 
PROBLEMS OF TODAY 


Dr. Samuel W. Hartwell, Moderator 


Dr. Samuel W. Hartwell and Mrs. Maida H. 
Solomon, chairmen, respectively, of two cooperating 
committees of The American Psychiatric Association 
and the American Association of Psychiatric Social 
Workers, reported on their joint work for the year. 
The most important single accomplishment was the 
support of the minimum content recognized by the 
American Association of Psychiatric Social Work- 
ers as essential to train psychiatric social workers. 
The statement based on these minimum standards 
has been accepted by the two Associations. When- 
ever the curriculum of various schools initiating the 
training of psychiatric social workers is currently 
approved by the American Association of Psychi- 
atric Social Workers, recognition will be given by 
The American Psychiatric Association. 

Recognizing the need for the employment of more 
adequately trained psychiatric social workers in 
mental hospitals, a questionnaire went to 325 repre- 
sentative institutions and agencies belonging to The 
American Psychiatric Association, to determine the 
number of social service departments and opportuni- 
ties for training psychiatric social workers. The 
response was illuminating. It indicated a need for 
the development of social service departments par- 
ticularly in the south and west, an unevenness in 
the opportunities for training psychiatric social 
workers in mental hospitals and a need for the 
assistance and support of The American Psychiatric 
Association in providing good training programs 
in the well equipped mental hospitals to increase 
the supply of adequately trained psychiatric social 
workers. 
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There was considerable discussion of the definite 
need for more psychiatric social workers to meet 
the demands of the defense program in the Veterans’ 
Bureau Hospitals, Army and Navy Hospitals, for 
the draftee rejected for nervous or mental difficul- 
ties and for the general civilian morale. It was 
suggested that as many psychiatric social workers 
were serving as case workers in non-psychiatric 
agencies, it might be necessary in the present 
emergency to recruit them for psychiatric social 
work in the defense program. In this connection a 
postal card inquiry made by the committee, to some 
500 members of the American Association of Psy- 
chiatric Social! Workers showed that 56 per cent 
had training or experience in adult psychiatry in a 
mental hospital setting or an adult mental hygiene 
clinic, thus offering the nucleus of a leadership 
group to meet immediate emergencies. 


OF SOCIETIES 


[ Sept. 


Standards of training must not be sacrificed to 
meet emergencies and present training obstacles 
must be met. Among the urgent needs in student 
education were cited increased team work between 
psychiatrists and psychiatric social workers with the 
psychiatrist as “General,” better mutual understand- 
ing on the part of mental hospitals and schools of 
social work, psychiatric supervision of students, 
trained psychiatric social workers as supervisors 
with time for student conferences, and education of 
the public to the real need of psychiatric social 
workers in mental hospitals so that legislatures 
might allocate enough money. 

Mapa M. SoLomon, 
Chairman, Joint Committee 
Relation with Psychiatry 
American Association of 
Psychiatric Social Workers. 
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REPORTS OF COMMITTEES 


The following reports of Committees and 
of the Secretary-Treasurer were presented 
to the Association and approved by it dur- 
ing the convention sessions in Richmond, 
Virginia, May 6-9, 1941. 


REPorT OF THE EXECUTIVE COMMITTEE, HELD IN 
THE LIBRARY OF THE JEFFERSON HoreL, RICH- 
MOND, VIRGINIA, AT 4 P. M., MAY 5TH, I941 


President, George H. Stevenson, M.D., in the 
Chair. 

Those present: Ross McC. Chapman, M.D., 
William C. Sandy, M.D., Arthur P. Noyes, M.D., 
Arthur H. Ruggles, M. D., and, by invitation, James 
K. Hall, M. D., and Winfred Overholser, M. D. 

The minutes of the meeting of March 22, 1941, 
were read and approved. 

Several inquiries concerning remittance of mem- 
bership dues because of active Army duty were 
brought up for consideration. It was moved by Dr. 
Chapman and seconded by Dr. Noyes that action 
on this matter be deferred. 

The action taken regarding a changed format and 
a hoped for reduction in printed pages, which had 
been left to a committee composed of the Editor, 
Dr. C. B. Farrar, the Secretary and the Executive 
Assistant, was reported. 

The Secretary reported that a committee, con- 
sisting of Dr. James K. Hall, Dr. Gregory Zilboorg, 
and Dr. Arthur H. Ruggles, appointed by the Presi- 
dent, Dr. George H. Stevenson, to prepare the 
history of the Association and of American Psy- 
chiatry for the Centennial meeting, had met and 
appointed Dr. Zilboorg Chairman, and planned to 
ask the next President of the Association for per- 
mission to further increase the committee. 

It was moved by Dr. Chapman, seconded by Dr. 
Noyes, that the Executive Committee recommend 
to the Council that the 1942 meeting of The Ameri- 
can Psychiatric Association be held on May 18 to 
22 at the Hotel Statler in Boston. Voted. 

The next matter taken up was a discussion of the 
proposal by Dr. Hall to appoint a general committee 
for the 1944 meeting. Dr. Chapman moved and 
Dr. Ruggles seconded that the incoming President 
be authorized to appoint a committee of the Asso- 
ciation to be termed the Centennial Committee. 
Voted. 

The Secretary reported that the biographical 
directory had been completed, and a copy of this 
was presented to President Stevenson by Dr. Chap- 
man, Chairman of the Committee. 

Meeting adjourned at 5.00 p. m. 

ArTHUR H,. RUGGLEs, 
Secretary. 


REPORT OF THE SECRETARY, 1940-41 


The following is a statement of the membership 
of The American Psychiatric Association as of 
May I, 10941. 


HONORARY MEMBERS 


17 


Fellows to Life Members......... 2 

67 
6 


CORRESPONDING MEMBERS 


FELLOWS 

Members to Fellows ............. 21 
4 

871 
Fellows to Life Members ......... 2 
3 
3 

20 

MEMBERS 

Associate Members to Members... 18 
171 

1328 
Members to Fellows ............. 21 
7 

1278 
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ASSOCIATE MEMBERS 


Associate Members to Members... 18 


TOTAL MEMBERSHIP 


Corresponding Members ......... 4 
Associate Members .............. 195 


Total Membership May 1, 1941 
Total Membership May 1, 1940 


to 
_ 
uw 


195 


2405 
2204 


ARTHUR H. RUGGLEs, 
Secretary. 


REPORT OF TREASURER 


BUDGET FOR AMERICAN PSYCHIATRIC ASSOCIATION 
FROM APRIL I, I94I-MARCH 31, 1942 


Note: The Annual Meeting Account will be 


audited and reported following the 
meeting. 
RECEIPTS : 
Membership Dues ........ $20,000.00 
Income—Fellowship 
40.00 
Refund—A. M. D. Annuity 108.00 
Refund—D. R. Annuity... 45.00 
Interest—Savings 


DISBURSEMENTS : 
Executive Assistant’s 


$4,000.00 
Miss Rubenstein’s Salary 

Miss Borduk’s Salary..... 1,320.00 
Subsidy—Journal ........ 5,000.00 
Committee Expenses ..... 3,000.00 
Printing—General ........ 375.00 
Printing—Membership 

800.00 
Postage, Telephone and 

600.00 
55.80 
Bond—A. M. Davies...... 50.00 
Travel—A. M. Davies..... 250.00 
Insurance—Pension Plan .. 600.19 
Miscellaneous ............ 250.00 

Balance 


Richmond 


$20,728.00 


$18,305.90 
$2,422.01 


[ Sept. 


BUDGET FOR AMERICAN JOURNAL OF PSYCHIATRY 
FROM APRIL I, I9Q4I-MARCH 1942 


RECEIPTS : 


Reprints—three issues $500.00 
Subsidy from Membership. 5,000.00 
Income from Subscriptions. 3,500.00 
Income from New 

Subscriptions .......... 600.00 
Back Numbers ........... 100.00 
Advertising .............. 3,000.00 

$12,700.00 


DISBURSEMENTS 
Rent—FEditor’s Office ..... $200.00 


Editorial Assistance ...... 1,300.00 
Printing—Back issues 7,000.00 
Printing—Vol. 97, No. 6— 

9,600.00 
250.00 
Telephone and Telegraph. . 200.00 
Office Supplies ........... 50.00 
Miscellaneous ............ 20.00 


Deficit $6,020.00 


REPORT OF THE EXECUTIVE ASSISTANT 


Your Executive Assistant herewith submits his 
annual report: 

Hereafter, as approved by Council, the fiscal year 
of the Association will be from April 1 to March 31. 
This action was taken in order to create a per- 
manent twelve month fiscal year, which will permit 
more accurate budgeting. 

Beginning with the July-August issue, Volume 
98, No. 1, the JouRNAL will be published in a larger 
(7 x 10) format size, a two-column page. This 
change will transfer the present contents into fewer 
pages and savings should therefore result. 

The Biographical Directory of Fellows and Mem- 
bers of the Association is now off the press. Your 
office has labored over a year to produce this 
material and it is hoped it will prove of real assis- 
tance and value not only to members but to libraries, 
hospitals, medical groups and others. This directory 
has been offered to members only at a pre-publica- 
tion price of $3.00. After May 15, the price will 
be $3.50. 

During the past year, your office has been assist- 
ing all committees in as far as possible and particu- 
larly that of the Military Mobilization Committee. 

In spite of greatly increased office duties, I am 
happy to report that more exhibit space has been 
sold than ever before and advertising and subscrip- 
tions to the JouRNAL have been maintained. 

Our bookkeeping systems are now more detailed 
and a special account has been created for finances 
pertaining to the Annual Meeting. 
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REPORT quently, the matter is still in the process of discus- 

sion and elaboration, and cannot be put in the form 

MAY 6, 1940-MARCH 31, 1941 of a recommendation to the Association except in 

oy this general way: That the Association encourage 


New Business and Renewals 
New Subscriptions 
($16.00 still due)....... 
Renewal of Subscriptions 
($492.00 still due)...... 3,402.00 
New Advertising 


($419.25 still due)...... 581.00 
Renewal of Advertising 

($531.32 still due)...... 1,693.98 
Commercial Exhibits 

($505.00 still due)...... 2,238.00 
Sale of Back Numbers 

($7.63 still Gue)........ 152.42 

$8,307.40 


DISBURSEMENTS: 
Office Expense 
Rent of Office (10 months) $788.90 


Telephone and Telegraph. . 279.05 
Office Supplies ........... 89.73 
Miscellaneous Expense .... 101.40 
Printing (letterheads, 

envelopes, etc.) ........ 34.48 
Dorothy Rubenstein— 

Salary (11 mos.)....... 1,500.00 
Eve Borduk—Salary 

990.00 
Austin M. Davies—Salary 

3,666.63 


M. DAVIEs, 
Executive Assistant. 


REPORT OF THE COMMITTEE ON RESEARCH 


The Committee on Research met on one occasion, 
December 21, 1940, in New York City. The chair- 
man attended meetings of the Research Council of 
the United States Public Health Service, as well as 
meetings of the Council of The American Psy- 
chiatric Association. 

A plan was taken up and considered for the 
organization of research throughout the United 
States and Canada. This plan, the purpose of which 
was the establishment of a Research Council with 
power to solicit funds, to build up a structure which 
would keep informed about the research work going 
on in the United States and Canada, and to en- 
courage and help worthy efforts in this direction, 
was discussed and accepted. However, it was 
learned at the meeting of the Research Council of 
the United States Public Health Service that the 
United States Public Health Service was contem- 
plating the development of a research institution in 
psychiatry and neurology, and that consequently it 
would be wise to await developments in this field 
before committing the Association to an expensive 
plan, especially in these uncertain. times, Conse- 


9 


the United States Public Health Service to build 
this research institute and to collaborate with it in 
whatever efforts are necessary for its creation by 
the legislative and executive bodies of the United 
States government. 

The Committee on Research collaborated with 
Dr. Walter L. Bruetsch, chairman of scientific ex- 
hibits, in the building up of a program of exhibits 
for the 1941 annual meeting. 

Respectfully submitted, 
ABRAHAM Myerson, M. D., Chairman, 
Davip C. M. D., 
Wa tter L. Bruetscu, M. D., 
Harry Stack SuL.ivan, M.D., 
CiiFForp B. Farr, M. D. 


REPORT OF THE COMMITTEE ON NOMENCLATURE AND 
STATISTICS 


The report of your committee for the year 1940 
included discussion of a suggestion in reference to 
amplifying the approved statistics of the Associa- 
tion to include certain business statistics. It had 
been suggested by one of the Officers of the Asso- 
ciation that it would be valuable to have compara- 
tive figures on the value of farm and dairy prod- 
ucts, the efficiency of laundries and the amounts and 
variations of specific items in annual food con- 
sumption, etc. Over the past year the committee 
has been making a preliminary study of this possi- 
bility and has gathered together the opinions and 
comments of members of the Council, members of 
the Committee on Nomenclature and Statistics and 
other administrators in various parts of the country. 
In addition, an effort has been made to gain some 
familiarity with the accounting systems of various 
states with a view to determining whether or not 
such a plan was feasible. At this time your com- 
mittee wishes to report that there are so many dif- 
ferent financial systems in use in various states 
that it would be extremely difficult to report on the 
items suggested without a large amount of addi- 
tional work being done by the various hospitals 
throughout the country. It is recommended, there- 
fore, that under the present existing conditions, no 
additional tables on these points be recommended 
for inclusion in the standard tables of the Asso- 
ciation. 

In January, 1940, the Secretary of the Associa- 
tion, Dr. Arthur H. Ruggles, informed the chair- 
man of your committee that he had been appointed 
to represent The American Psychiatric Association 
in the deliberations of the American Medical Asso- 
ciation in the revision of the Standard Classified 
Nomenclature of Disease. This conference was 
held and the Association announced its intention 
at. that time of continuing the present Psychiatric 
Nomenclature for the new edition. Since that 
time the Assistant Editor of the Standard Classified 
Nomenclature, Dr. Edwin P. Jordan, has been 
referring to.the committee various questions that 
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have come up in reference to suggested changes 
in the Psychiatric Nomenclature. Many of these 
suggestions came from general practitioners, gen- 
eral hospitals or self-styled psychiatrists not mem- 
bers of our Association. Practically all of them 
could be dismissed without a great deal of comment. 
However, other questions have been received which 
merited consideration from members of this Asso- 
ciation. Rather than have the committee acting as 
arbiter in these matters, it has seemed best to ask 
the opinion and the advice of various members of 
the Association. With this thought in mind your 
chairman has been consulting a group of psy- 
chiatrists, including members of the Council and 
other member psychiatrists engaged in clinical and 
research work in various parts of the country. 
The present members of the Committee on Nomen- 
clature and Statistics are, of course, included in 
this group. It is felt that in this way a representa- 
tive opinion on various matters may be obtained. 
Suggestions that have the approval of a majority 
of the Advisory group would then be passed along 
to the Council for action. The chairman wishes 
to express his appreciation of the assistance ren- 
dered by various members of the Council and 
others in working toward the solution of some of 
these problems. 

Incidentally, it should be of considerable value 
to the Association to continue the present fine 
spirit of cooperation now existing between the 
American Medical Association and The American 
Psychiatric Association. The excellent feeling 
that has been developed over the past few years 
cannot help but react to the benefit of both 
organizations. 

Dr. Haven Emerson, Chairman of the Conference 
on the 1940 Revision of the Standard Classified 
Nomenclature, has asked your chairman to act 
as one of a group of ten Advisory Editors for the 
forthcoming Edition of the Nomenclature. At the 
December, 1940 meeting of the Council it was 
voted to appoint Dr. Neil A. Dayton to represent 
the Association on this editorial board. 

The National Committee for Mental Hygiene 
has expressed a desire to publish a revision of the 
Statistical Manual for the Use of Hospitals for 
Mental Diseases. This Manual was revised in 
1934 and has been reprinted since that time. The 
material, however, has not been changed in six 
years. In view of the fact that the Bureau of the 
Census has shown a marked increase of interest in 
the subject of psychiatry and has amplified the 
statistics prepared by the National Government, 
it is felt that the Association might revise its 
material on both “Statistical Tables Recommended” 
and also the “Instructions for the Preparation of 
Statistical Tables.” In accordance with the recom- 
mendations presented at the 1939 and 1940 meetings 
of this Association, the present classification, with 
one or two minor changes, is to be continued for 
the coming new edition of the Standard Classified 
Nomenclature of Disease. Therefore, the present 
classification, with minor changes, should be con- 
tinued in the new edition of the Statistical Manual 
‘for the Use of Hospitals for Mental Diseases. 
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Aside from this, however, there is the question of 
whether or not the Standard Statistical Tables, 
as now recommended, might not be condensed 
somewhat or certain changes made in the minimum 
tables recommended. The National Committee has 
approached the chairman of your committee with 
the thought of ascertaining whether or not any 
changes should be made in the present manual. 
At the December, 1940 meeting of the Council in 
New York the project of a new Statistical Manual 
for the Association was approved and Dr. Clarence 
O. Cheney was added to the committee to assist 
in certain matters having to do with the revision. 
The committee is proceeding with this work and 
will report when the work has been completed. 
Workers in other states and officials of the United 
States Bureau of the Census have been consulted. 
Progress is reported but the work is not completed 
at this time. 

You will recall that at the 1940 session I recom- 
mended that the Psychiatric Classification be con- 
tinued in its present form and this action was ap- 
proved by the Council. However, report was not 
made at that time of the Section on Convulsive 
Disorders, inasmuch as the committee was planning 
certain discussions of their particular part of the 
Nomenclature and possible changes at the 1940 
meeting. Since that meeting I have been informed 
by Dr. David C. Wilson, the 1940 Chairman of the 
Section on Convulsive Disorders, that the section 
has no specific recommendations to make at this 
time and will, therefore, continue the present classi- 
fication as it is printed on pages 502-504 of the 1938 
Edition of the Standard Classified Nomenclature of 
Disease for inclusion in the 1940 Edition of the 
Nomenclature. Discussions of possible changes in 
nomenclature are to continue in the Section on Con- 
vulsive Disorders, however, and recommendations 
for possible changes will be reported at some 
subsequent date. 

Respectfully submitted, 
A. Dayton, M. D., Chairman, 
Frep P. Moerscn, M. D., 
ABRAM E. Bennett, M. D., 
HucH Carter Henry, M.D., 
Grover A. Kempr, M. D., 
JaMEs V. May, M.D., 
Rosert WoopMAN, M.D., 
GERALD R. JAMEtson, M. D., 
Frank H. Luton, M.D. 


CoMMITTEE ON PsyCHIATRIC NURSING 


As indicated in the report which was rendered to 
the Council at the December meeting, the results of 
the questionnaire which was sent to mental hospitals 
in Canada and the United States were compiled. 
On the basis of these figures and in view of the 
desirability of encouraging and standardizing the 
training of nurses and non-professional personnel 
in attendance on patients, a recommendation was 
made that one of the foundations be approached for 
financial assistance in setting up machinery to ac- 
complish this purpose. The Council was pleased to 
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accept this recommendation and authorized the 
Executive Committee to approach some of the 
foundations for the support of the above-mentioned 
project. Dr. Alan Gregg, Medical Director of the 
Rockefeller Foundation, was found to be in a 
receptive frame of mind and very interested in 
supporting a training project for psychiatric nurses 
and also attendant personnel. Dr. Arthur H. Rug- 
gles, Secretary, and the writer had a personal inter- 
view with Dr. Gregg in February in New York. 
At this meeting ways and means and funds required 
were discussed. The general concept of all three 
is that the Rockefeller Foundation would grant 
The American Psychiatric Association $10,000 a 
year for three years, with a good prospect of having 
this continued for a further period, this money, or 
what portion of it may be necessary, to be used to 
pay the salary of a nurse, eminent in her field, nec- 
essary traveling expenses, rent of office space and 
clerical assistance. A list of ten persons who might 
qualify to carry on this project was given to Dr. 
Gregg and from this list he was to make a selection. 
Dr. Gregg was to submit the above-outlined propo- 
sal to the Trustees of the Foundation for their con- 
sideration. At the date of writing this report 
nothing definite has yet been decided, but the 
Trustees are to meet in April and a decision will no 
doubt be arrived at before the Annual Meeting in 
Richmond. The writer may consequently have a 
verbal report to make at that time. 

During the year the committee, through its Chair- 
man, has collaborated closely with the Committee 
on Psychiatric Nursing of the National League of 
Nursing Education. This committee is in the 
process of working out a curriculum for the train- 
ing of psychiatric attendants and the licensing of 
these attendants. In Rhode Island, a committee 
from this hospital has met with a group represent- 
ing the local state branch of the National League 
of Nursing Education and has made some progress 
toward drafting a curriculum which they propose 
to submit to the national organization. 

Accreditation of different types of courses in 
mental hospital nursing schools has proceeded, and 
the number of courses accredited since last May 
is eleven, in eight schools. Certificates of accredita- 
tion have been issued to these schools. 

Respectfully submitted, 
CHARLES P. Fitzpatrick, M. D., Chairman, 
James H. Watt, M.D., 
Henry I. M. D., 
M. CHAMBERS, M. D., 
Marcus A. Curry, M.D., 
GeorcE S. Jonnson, M. D., 
Ira A. Dariine, M. D., 
O. O. Forpyce, M. D., 
GARLAND H. Pace, M.D., 
Cuartes H. McCuaie, M.D. - 


CoMMITTEE ON PsyCHIATRIC STANDARDS AND 


Since the Committee on Psychiatric Standards 
and Policies made its last report to the Council, 


it has had no questions referred to it, has had no 
meetings and has only this brief report to make. 
Attention is called to the fact that the committee 
has caused to be prepared a leaflet bringing up to 
date the comprehensive conclusions reached by the 
committee in 1925. These are now available and 
may be had by addressing the Executive Assistant. 
Respectfully subinitted, 
FrepertcK W. Parsons, M. D., Chairman, 
ARTHUR P. Noyes, M.D., 
Rock Steyster, M. D., 
JoserpH E. Barrett, M.D., 
Eart D. Bonn, M. D., 
C. Garvin, M. D., 
CLARENCE B. Farrar, M. D., 
Mesrop A. TARUMIANZ, M. D., 
WituiaM D. Parttow, M.D., 
LetTcHER E. Trent, 


REPORT OF THE COMMITTEE ON LEGAL ASPECTS OF 
PsYCHIATRY 


The Committee on the Legal Aspects of Psy- 
chiatry herewith presents its annual report for the 
year 1940-1941. 

One meeting of the committee was held in New 
York City in December. During the year the 
members have been in correspondence, and in addi- 
tion the Section on Forensic Psychiatry, under the 
Chairmanship of Dr. Lowell S. Selling, a member 
of this Committee, has been in close and helpful 
contact through its various committees. 

It is regretted that up to the present the Criminal 
Law Section of the American Bar Association has 
not appointed a Committee on Psychiatric Juris- 
prudence. The Section voted at its last meeting to 
request its Council to appoint such a committee, but 
various circumstances have caused delay in securing 
a meeting of the Council. As an interim measure, 
however, the Section has appointed your Chairman 
its Adviser on Psychiatric Jurisprudence. Although 
this complimentary action is appreciated as a 
friendly gesture, it is still the urgent hope of this 
committee that the fruitful relations which formerly 
existed between it and the Committee on Psychi- 
atric Jurisprudence (1927-1937) may soon be re- 
sumed; such relations can only be effective if a 
committee be appointed to function in this field on 
behalf of the Criminal Law Section. 

The study undertaken by the Honorable Wil- 
liam B. Herlands, Commissioner of Accounts of 
New York City, in relation to the laws dealing 
with mental disorder as a defense to crime is still 
under way. A draft of the Commissioner’s report 
has been submitted to your committee for comment, 
and further conferences are expected. 

In the last report of the committee, Michigan was 
referred to as the first state to copy the Briggs 
Law of Massachusetts. We regret that Kentucky, 
through our inadvertence, was not given this honor. 
That state enacted a provision based on the Briggs 
Law in 1938 (ch. 1, Second Special Session, 1938, 
sec. 17), one year previous to the action of Mich- 
igan. 
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Very little new legislation has come to our atten- 
tion since the last report. No state has acted favor- 
ably upon the Uniform Expert Testimony Act 
since the action of Vermont noted last year. This 
proposed Act might well be studied and enacted 
by many states in which dissatisfaction with the 
present status of expert testimony is now freely 
expressed! Florida in 1939 (ch. 19554) enacted 
a new Code of Criminal Procedure; sec. 204 pro- 
vides for the court appointment of one or more 
experts, not exceeding three, whenever insanity 
becomes an issue; such appointment, of course, not 
precluding the presentation of other experts by 
the State or defense. Wyoming in 1939 (c. 83) 
provided for the commitment of the defendant 
to the county jail (sic!) for observation if insanity 
is pleaded. 

The Pennsylvania Plan, mentioned last year, is 
now functioning, thanks to a grant from one of the 
large foundations. This plan provides for the 
intramural training in psychiatry of carefully 
selected Fellows, and is a valuable step in providing 
trained personnel in a field in which such personnel 
is far from abundant. 

A study of the entire problem of medical expert 
testimony is being conducted by a committee of the 
California Medical Society. It is hoped that their 
report may be available in the near future. 

It is pleasing to note that the psychiatric panel 
system set up to aid the Federal Courts in 1935, 
under the leadership of Dr. Walter L. Treadway, 
then Assistant Surgeon General of the United 
States Public Health Service, is going forward 
satisfactorily under the guidance of Assistant 
Surgeon General Lawrence Kolb, and with the 
active interest of the Administrative Office of the 
United States Courts and the Judges of the Courts 
provided with this service. 

The negotiations with the American Law Insti- 
tute, mentioned in the last report, are still in statu 
quo. It is hoped that they may be carried further 
during the coming year. 

It is our sad duty to record here the death of 
Dr. L. Vernon Briggs of Boston, for several years 
a valued member of this committee. As the author 
of the “Briggs Law” alone he would have been 
entitled to lasting fame. He was, in addition, a 
vigorous writer on medico-legal topics, and an 
outstanding benefactor of the mentally ill. He was 
responsible for great advances in the care of this 
group in Massachusetts and elsewhere, and was 
consistently a vigorous champion of humane and 
intelligent care. Few accomplished more lasting 
good for the mentally afflicted; his going leaves a 
void that can not soon be filled. 

WINFRED OvERHOLSER, M.D., Chairman, 
R. E. Busnuone, M. D., 

BERNARD GLUECK, M.D., 

WiuiaM Hearty, M.D., 

James G. McKay, M.D., 

LeRoy M. A. Marner, M. D., 

Paut L. ScHroeper, M. D., 

LowELt S. M. D., 

Sypney K. Situ, M. D., 

Grecory Zr1LBoorc, M. D. 
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REPORT OF THE COMMITTEE ON PSYCHIATRIC 
SocrAL SERVICE 


Your Committee of Psychiatric Social Service, 
herewith, respectfully submits its report for the 
year 1941. The committee’s activities during the 
year have been a continuation of those of the past 
4 years. It has met on several occasions as a joint 
committee with a committee from the American 
Association of Psychiatric Social workers, to fur- 
ther discuss with them the joint activities we have 
been carrying out. 

During the past four years the joint committee 
have been working on a statement of standards for 
professional education in Psychiatric Social work. 
This is now in its final form and a copy of this 
statement is attached to this report. 

The committee would like to state that all of the 
schools now offering courses of training for Psy- 
chiatric Social Work have been consulted in pre- 
paring this statement. All of the schools that have 
been training workers for several years are in 
general agreement with these standards. 

Your committee would call attention to the fact 
that many schools of social work are now insti- 
tuting special courses in Psychiatric Social Work 
or are planning to do so. And it is highly impor- 
tant, in your committee’s opinion, that this state- 
ment of standards should now be adopted by the 
American Psychiatric Society as minimum stand- 
ards for the training of Psychiatric Socials that are 
to be recognized by our socials as adequately 
trained. 

The committee further recommends that the 
council shall delegate to the committee the duty of 
submitting to the council in its annual report a list 
of schools that have met the joint committee’s 
requirements. 

The committee further recommends that if and 
when the council approves the committee’s report 
of such acredited schools that notice of this ap- 
proval will be sent to the schools meeting these 
standards. 

Attached to this report is a Summary of Results 
Obtained from Questionnaire sent out by the Joint 
Committee of The American Psychiatric *Associa- 
tion and the American Association of Psychiatric 
Social Workers. 

As reported last year this study and its analysis 
represents a large amount of work largely done by 
the members of the Committee on Relations to 
Psychiatry of the A. A. P. S. W. The committee 
believes that this study throws considerable light on 
the present situation in the field of the training and 
use of Psychiatric Social Work in mental hospitals. 

The committee respectfully recommends to the 
council that copies of this summary be made avail- 
able to interested members of the A. P. A. 

The joint committee has recently made a survey 
of all Psychiatric Social Workers to determine as 
near as possible the amount of training and experi- 
ence Psychiatric Social Workers now active in the 
field, have had in mental hospitals. A copy of this 
summary is attached to this report. 

Also attached to this report is a brief statement 
which is a supplement to the statement presented 
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If these figures are arranged according to the 
section of the country represented, a clearer picture 
of the geographical distribution is obtained. 


Social service depts. Training centers 


Per cent 


Per cent 
(approxi- (approxi- 
Section 2 No. mate) No. mate) 
New England .... 13 14 6 19 
Middle Atlantic .. 33 36 15 47 
South Atlantic ... 3 : 
re 23 25 10 31 
Rocky Mountain . 4 4 I 3 


From this it can be seen that a large percentage 
of the social service departments reported are lo- 
cated in the New England, Middle Atlantic and 
Central sections of the country. As might be ex- 
pected, in view of the location of so many of the 
large schools of social work, the largest number of 
training centers are also found in this section. 

An analysis of the types of institutions repre- 
sented in the 123 reporting social service depart- 
ments gives the following results : 


No. of No. of 


soc. ser. training 

Type depts. centers Total 
State Hospitals ......... 70 25 95 
Private Hospitals ....... 3 2 5 
Inst. Feebleminded ...... 7 oO 7 
Inst. Criminally Insane... 2 0 2 
County or City Hospitals. 3 2 5 
Federal Hospitals ....... I I 
State Departments ....... 2 3 


For the sake of clarity a division is now made 
between those having Social Service Departments 
only, and those with Training Centers. First, the 
group having Social Service Departments only will 
be considered. It should be noted that, in this group, 
27 of the go1 replies did not give the necessary in- 
formation to be tabulated. In answer to the first 


2 New England—Maine, New Hampshire, Ver- 
mont, Massachusetts, Connecticut, Rhole Island. 

Middle Atlantic—New York, New Jersey, Penn- 
sylvania, Maryland, Delaware, Virginia, West Vir- 
ginia, District of Columbia. 

South Atlantic—North Carolina, South Carolina, 
Georgia, Florida. 

Southern—Alabama, Louisiana, Mississippi, 
Texas, Oklahoma, Arkansas, Tennessee. 

Central—Ohio, Kentucky, Indiana, Illinois, 
Michigan, Mississippi, Iowa, Minnesota, North 
Dakota, South Dakota, Nebraska, Kansas, Wis- 
consin. 

Rocky Mountain—Montana, Wyoming, Colorado, 
New Mexico, Idaho, Utah, Arizona, Nevada. 

Pacific—Washington, Oregon, California. 
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question in regard to the varied types of experience 
which would be available for students we have these 
results in 65 instances. 


b. Case work with family while patient 
c. Investigations and social studies.... 44 
d. Supervision of parole patients: 
2. In boards hones. 36 
e. Cooperation with agencies.......... 43 


In answer to the question in regard to Facilities 
of the Center, the following results were found: 


a. Parole or Special Clinics. . 60 27 
b. Out-Patient Department ........... 46 
24 
d. Adult Hospital Treatment.......... 33 
e. Child Hospital Treatment.......... 7 


Breaking these results down still further, it is 
noted that five would offer experiences in four types 
of facilities—b, c, d, e. Fourteen would offer ex- 
perience in three types—usually b, c, and d. Sixteen 
would offer experience in a combination of two 
types—usually b and d. Nine have only adult 
hospital service. 

It is of interest to note that, in answer to the 
question relative to interest in affiliation with an 
accredited school of social work if this were pos- 
sible, 28 expressed an interest in meeting the re- 
quirements for training students; 4 have had stu- 
dents formerly, but have discontinued because of 
lack of funds, or because they do not meet the 
requirements at this time; 6 felt that it would be 
impossible to meet the requirements because of lack 
of funds; 5 thought that they could not furnish 
adequate supervision (Social Service staff not 
trained) ; and 2 stated they were too busy to under- 
take a student program. 

Of the five centers which have facilities of four 
types, b, c, d, e, four are making definite plans to 
become affiliated with schools in the immediate 
future, if they have not already done so. 

Eighteen reported that they give lectures to medi- 
cal students which would be open to social work 
students. Thirty-one have social service staff meet- 
ings and 43 have psychiatric and medical staff meet- 
ings, which could be attended by students. 

Turning to the group of 32 Social Service Depart- 
ments that are used as Training Centers, it is found 
that 20 are affliated with Schools of Social Work, 
7 give lectures, courses or field training to college 
groups, and § report a type of training which might 
be classified as apprenticeship. Seven reported 
giving internships and 5 reported internships for 
students. 

First the group of 20 that are affiliated with 
Schools of Social Work will be considered. From 
one to five of the agencies reported that they were 
afhliated with the following schools: 
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No. of 

agencies School 
Beis soa Boston College—School of Social Work 
Boston University—Sch. Rel. & S. W. 
cost University of Buffalo 
Univ. of Chicago—Sch. of S. S. Adm. 
Bisons Denver School of Social Work 
Loyola University 
ia cee Univ. of Michigan—Sch. of App. S. S. 
Northwestern University 
Simmons 
Smith 
Bocas University of Wayne 
National Catholic School 


All of the schools, with the exception of two 
(Northwestern and University of Wayne), are 
listed by the American Association of Schools of 
Social Work as accredited schools. Chicago, New 
York, Smith and Simmons have been accepted by 
A.A.P.S.W. as giving courses in psychiatric social 
work which qualify applicants for membership in 
the Association according to by-laws, Section VII, 
Article 1a or 2a.3 

It has been noted that some centers have students 
from as many as four different schools. The number 
of hours per training periods varies from 200 to 
1760, depending on the requirements of the par- 
ticular school. One agency reported that it would 
not accept a student for less than 300 hours of field 
work and will not permit this to be accumulated 
faster than 15 hours a week. This 15 hours must 
be arranged on a two day basis rather than split into 
half days. 

Twenty-five of the agencies in the group are state 
hospitals, 2 are private hospitals, 2 are clinics, 2 are 
county or city hospitals, and 1 is a federal hospital. 
Opportunities for student experiences are as 
follows: 


b. Case work with family while patient 

c. Investigations and social studies.... 20 
d. Supervision of parole patients : 

2. In boarding homes..........+. 6 
e. Cooperative work with agencies.... 18 


The facilities of the Centers were reported to be: 


a. Parole or Special Clinics........... 9 
b. Out-Patient Department ........... 13 
c, Child Guidance 14 
e. Child Hospital Treatment.......... 10 


As indicative of how some institutions have tried 
to meet pressure from community agencies to learn 
more about mental illness, and to meet the request 
of people interested in social work, who are not 
enrolling in schools for training, we have the group 
of five hospitals reporting what may be classed as 


3 Western Reserve is also accepted in this group, 
but was not represented in the agencies sending 
questionnaires. 


apprenticeship training. The following excerpts are 
taken from the questionnaires filled in by these 
hospitals : 

“Our assistant social workers are sent throughout 
the state as a part of training. ... . We accept two 
workers at a time for one year training period at 
the most.” 

“We give a special training in field work to 
workers from the various county welfare agencies 
for a period of six months and we have three stu- 
dents at a time. It is a practical course in actual 
work and is not set up with didactic activities.” 

“Since students are not affiliated with any school 
it might be better to call them volunteer workers, 
although it is definitely student training they re- 
ceive. Four quarters with 44 hours per week.” 

“We have in the past had volunteer workers with 
some preliminary training who have been given 
additional special training in psychiatric social 
work, some for summer, and some for a period of 
six months.” 

“To resident workers for a period of one year. 
Work is under close supervision and a selected 
group of cases is assigned. Supervisor, although 
not a school graduate, has had 13 years’ experience 
in psychiatric social work, and has attended school 
of social work for one quarter.” This sounds like 
a fairly well thought out program on basis of 
information given. 

In answer to the question regarding the spread of 
time over a longer period, or a concentrated time 
over a shorter period, it was found that all of the 
Centers training students for schools preferred the 
spread of time over a longer period, whereas the 
ones working with undergraduates felt that the 
shorter more concentrated period was better. Very 
few were able to make a definite statement in regard 
to preference for the concurrent combination of 
school and field training period or the block system. 
Several analyzed the relative advantages of the two 
in terms of students and agency. In general, it 
would appear that it is thought that the student 
benefits more from the combination of course and 
field training, whereas, from the viewpoint of the 
agency, the block system has advantages. 

The value of the questionnaire seems to have been 
to give a rather sketchy picture of the facilities 
available for training in the 171 institutions reply- 
ing. The need for the establishment of Social 
Service Departments in hospitals in the south and _ 
west is certainly apparent. The fact that so many 
expressed an interest in training seems encouraging. 
However, the question of the geographical location 
of schools and hospitals, and the problem of secur- 
ing necessary finances to provide for adequately 
trained staffs for supervision of students, are two 
pertinent questions raised by several who filled in 
questionnaires. On the other hand, it would be of 
interest to know to what extent schools of social 
work throughout the country feel a need for Train- 
ing Centers in the types of settings covered by this 
survey, and to what extent the opportunities avail- 
able have been considered as suitable for training 
purposes. 
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STATEMENT OF STANDARDS FOR PROFESSIONAL 
EDUCATION IN PSYCHIATRIC SOCIAL WORK 


Based on Curriculum for Professional Education in 
Psychiatric Social Work ! 


A professional educational program in psychiatric 
social work should require: 

Specialized content for students in psychiatric 
social work which is a component part of a two 
year graduate professional course at a recognized 
school of social work leading to a master’s degree, 
with the basic curriculum, both academic and field 
as currently defined by the American Association 
of Schools of Social Work? and the specialized 
psychiatric social work content, both academic and 
field, as currently defined by the American Asso- 
ciation of Psychiatric Social Workers. 

The minimum essentials of this specialized pro- 
gram are: 

Faculty leadership, academic instruction with field 
work instruction in a psychiatric social service 
department of a hospital or in a clinic ? and oppor- 
tunity to complete a research project. 


I. Faculty Leadership 


At least one psychiatric social worker who is 
clearly eligible to active membership in the Ameri- 
can Association of Psychiatric Social Workers, 
should as a member of the faculty be responsible 
for the planning, development and integration of 
the program for students in psychiatric social work 
including both academic and field instruction. She 
should serve as an advisor for students majoring in 
psychiatric social work and as a consultant in the 
research project and in the planning and organiza- 
tion of the related courses included in the basic 
curriculum. 


II. Specialized Classroom Content 


In addition to the basic non-medical and non- 
psychiatric content required of all students in social 
work the following courses, whether or not they 
may be part of the curriculum required or elective 
for all students, constitute a minimum of specialized 
content for students majoring in psychiatric social 
work. 

1. A course in the Development of Personality 
of not less than twenty-four hours to be given by a 
psychiatrist or combination of psychiatrist and 
psychiatric social worker. 

2. A course in Clinical Psychiatry of not less than 
twenty-four hours to be given by a psychiatrist with 
clinical demonstrations. 

3. A course on Clinical Significance of Mental 
Measurements or incorporation of a unit of lectures 
in I or 2 to be given by a clinical psychologist. 

4. A course in Social Implications of Health and 
Disease of not less than twenty-four hours, to be 


1 American Association of Psychiatric Social 
Workers. 

2 See By Laws American Association of Schools 
of Social Work, 1932. 

3 See III Paragraph 2 for definition. 
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given by a physician preferably with consulting 
specialists. 

5. A course in Problems of Personal and Social 
{djustment in children of not less than twenty-four 
hours, to be given by a psychiatric social worker 
and/or a psychiatrist. 

6. A Seminar in Psychiatric Social Work of not 
less than twenty-four hours but preferably forty- 
eight hours, to be given by a psychiatric social 
worker. 


Specialised Field Work 


A minimum period of 750 clock hours (extending 
over two semesters or three quarters) in a psychi- 
atric setting is required for students specializing in 
psychiatric social work in addition to the other 
school periods devoted to field work. 

A psychiatric setting is defined as a psychiatric 
hospital, a psychiatric department of a hospital or 
a psychiatric clinic, any of which offers a combined 
service of psychiatric and social treatment of 
individuals. 

Social service of a high standard should be carried 
on by qualified psychiatric social workers as an 
integral part of the function of the hospital or clinic. 

The agency supervisor of students, a qualified 
case worker with capacity for teaching, should 
preferably be a member of the American Association 
of Psychiatric Social Workers. This supervisor 
should be sufficiently freed from other duties to 
permit effective student supervision. 

The psychiatric clinic or hospital field centre 
should provide case material and opportunity to 
allow students to experience a basic range of 
activities within the centre, simultaneously protect- 
ing the students from excessive pressure or too low 
a case load. Active participation of a psychiatrist 
in the student training program is essential. 

Research Project 

The research project or thesis undertaken by the 
student in psychiatric social work as an integral 
part of the two year program, should be in general 
on some aspect of psychiatric social work and 
carried on under the supervision of the member of 
the school faculty responsible for research with a 
member of the psychiatric social work faculty 
serving as consultant. 


REPORT OF THE COMMITTEE ON PSYCHIATRY IN 
MEDICAL EDUCATION 


During the past year your Committee on Psy- 
chiatry in Medical Education has conducted two 
regional post graduate institutes for state hospital 
men made possible through the appropriation of the 
Rockefeller Foundation. The first institute of the 
year was conducted at Lakeland, Ky., from Sep- 
tember 23 to October 5, 1940. The teaching team 
was composed of the following men: Dr. Oskar 
Diethelm, Dr. S. E. Barrera, Dr. Edward G. Bill- 
ings, Dr. Frederick W. Parsons, Dr. Maurice 
Levine, Dr. S. Spafford Ackerly, Dr. J. G. Wilson, 
Dr. Lawrence Kolb, Dr. John D. Reichard, Dr. 
R. G. Spurling, Dr. J. W. Fish, Dr. J. C. Bell, 


tion: 
the 
Diet 
Bar 
mos 
grat 
W. 
unti 
offic 
T 
con 
Coli 
194) 
unti 
this 
tenc 
teac 
inst 


Dr. 


19. 
Dr. 
The 
the 

|_| 
Dr. 
Cl 
a 
De. 
h 
Dr. 

Dr. 
I 
Dr. 
Cc 
Dr. 
I 
Dr 
Dr 
Dr 

\ 

Dr 


[ Sept. 
sulting 


Social 
ty-four 
worker 


of not 
forty- 
social 


tending 
psychi- 
izing in 
> other 


chiatric 
pital or 
mbined 
lent of 


carried 
as an 
r clinic. 
ualified 
should 
ciation 
ervisor 
ities to 


centre 
nity to 
nge of 
protect- 
too low 
hiatrist 


by the 
integral 
general 
rk and 
nber of 
with a 
faculty 


RY IN 


n Psy- 
ed two 
hospital 
1 of the 
of the 
m Sep- 
ig team 
Oskar 
G. Bill- 
Maurice 
Wilson, 
rd, Dr. 
Bell, 


1941 | PROCEEDINGS 


OF SOCIETIES 293 


Dr. William Keller and Dr. Franklin G. Ebaugh. 
The average enrollment of this institute was 42 and 
the maximum enrollment 70. In this institute em- 
phasis was placed largely on clinical demonstra- 
tions and discussions which were well received by 
the physicians enrolled. The teaching of Oskar 
Diethelm in Clinical Psychiatry and Dr. S. E. 
Barrera in neuroanatomy and neuropathology was 
most outstanding. The committee owes a debt of 
gratitude to the labors of Dr. J. G. Wilson, Dr. 
W. R. Summers and Dr. Louis M. Foltz whose 
untiring efforts made this institute possible. A full 
report of this institute has been distributed to all 
officers of the Association and members of Council. 
The second institute of the year is now being 
conducted at the South Carolina State Hospital, 
Columbia, S. C., for the period of April 14 to 26, 
1941. This institute was made possible through the 
untiring efforts and interest of a past president of 
this Association, Dr. C. Fred Williams, Superin- 
tendent of the South Carolina State Hospital. The 
teaching team and content of instruction of this 
institute is covered in the following schedule: 


Dr. Wm. B. Anderson, Associate Professor of Sur- 
gery, Chief of Service, Department of Ophthal- 
mology, Duke Hospital, Durham, N. C. 

Lectures on Neuro-ophthalmology. 

Dr. S. E. Barrera, Principal Research Psychiatrist, 
Columbia University ; Assistant Professor of Psy- 
chiatry, New York State Psychiatric Institute 
and Hospital. 

Lectures on Neuroanatomy, Neuropathology. 

Dr. William P. Beckman, Director, Department of 
Mental Hygiene, South Carolina State Hospital, 
Columbia, S. C. 

Lectures on Child Psychiatry. 

Dr. Raymond S. Crispell, Associate Professor of 

Neuropsychiatry, Duke Hospital, Durham, N. C. 
Lectures on Clinical Neurology. 

Dr. M. Ralph Kaufman, Associate in Psychiatry, 

Harvard Medical School, Boston, Mass. 
Lectures on Psychoanalytic Psychiatry. 

Dr. William K. Keller, Assistant Professor of Psy- 
chiatry, University of Louisville School of Medi- 
cine, Louisville, Ky. 

Lectures on Psychosomatic Medicine. 

Dr. Baldwin L. Keyes, Clinical Professor of Psy- 
chiatry, Jefferson Medical College, Philadelphia, 
Pa. 

Lectures on Forensic Psychiatry. 

Dr. Hans Lowenbach, Duke Hospital, Durham, 
N. C. 

Lectures on Electroencephalography. 

Dr. Richard Lyman, Duke University, Durham, 

Special lectures. 

Dr. Winfred Overholser, Superintendent, St. Eliza- 
beth’s Hospital; Professor of Psychiatry, George 
Washington University School of Medicine, 
Washington, D. C. 

Lectures on Military Psychiatry. 

Dr. Frederick W. Parsons, Former Commissioner 
of Mental Health, New York. 

Lectures in Hospital Management and Admin- 
istration. 


Dr. Robert J. Reeves, Associate Professor of Roent- 

genology, Duke Hospital, Durham, N. C. 
Lectures on Neuroroentgenology. 

Dr. John C. Whitehorn, Professor of Psychiatry, 
Washington University Medical School, St. Louis, 
Mo. 

Lectures on Psychotherapy, case demonstration 
and clinical psychiatry. 

Dr. C. Fred Williams, Superintendent, South Caro- 
lina State Hospital, Columbia, S. C., Professor 
of Psychiatry. 

Lectures on Administrative Problems in State 
Hospitals. 

Dr. J. G. Wilson, Clinic Psychiatrist, Mental Hy- 
giene Bureau, New Jersey State Hospital, Tren- 
ton, N. J. 

Lectures on Relationship of Crime to Mental 
Illness and Defect. 

Dr. Maurice B. Woodhall, Assistant Professor of 

Surgery, Duke Hospital, Durham, N. C. 
Lectures on Neurosurgery. 

Dr. Charles A. Rymer, Assistant Director, Colo- 
rado Psychopathic Hospital; Associate Professor 
of Psychiatry, University of Colorado School of 
Medicine, Denver, Colo. 

Lectures on Rorschach, Special Techniques, and 
Treatment of Syphilis. 


Despite the fact that the state men in this region 
were extremely hard hit by demands from the mili- 
tary service and many staffs were depleted there 
was an enrollment of 60 men from 16 states. Greater 
emphasis was placed in the instruction in this insti- 
tute on additional clinical demonstrations and dis- 
cussions of psychotherapy, forensic, military and 
administrative psychiatry. Likewise more exhibits 
were made available. In due time a complete report 
concerning the Columbia regional institute will be 
sent to the officers of this Association as well as to 
individual Council members. 

Following the approval by Council last December 
your committee has been active in the preparation 
of 50 sets of microscopic slides of 100 each illustrat- 
ing neuropathological lesions. This work has been 
awarded to Dr. Karl Neuberger and will be com- 
pleted in the fall. It is planned by the committee 
to prepare booklets for each set presenting discus- 
sions and photographs of both macroscopic and his- 
topathological findings. Your committee recom- 
mends that each set be distributed through The 
American Psychiatric Association on a small rental 
basis to cover breakage. This is a much needed 
project and it is hoped that the slide collection will 
be in constant use in most of our hospitals, especially 
for the stimulation of staff members in further re- 
search and to help them in their preparation for the 
examinations conducted by the American Board of 
Psychiatry and Neurology. 

The grant of the Rockefeller Foundation covers 
the conduction of two institutes each year for 1940, 
1941 and 1942. Tentative arrangements are now 
being made for the organization of the next regional 
(fourth) institute to be held at the Western State 
Hospital, Fort Steilacoom, Wash., on the invitation 
of Dr. W. N. Keller. Your committee is now se- 
lecting the teachers for this institute and it is con- 
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templated that it will be held the first two weeks 
of September, 1941. 

A very important meeting of our committee is 
planned for in Richmond in which the agenda will 
center around a critical appraisal of post graduate 
work to date and plans for further studies in gradu- 
ate psychiatry and residency training as well as a 
renewal of the work of the Division of Psychiatric 
Education of the National Committee for Mental 
Hygiene. A decade has now passed since the visita- 
tion and appraisal of the undergraduate psychiatric 
teaching in medical schools. In the near future this 
work will be published in book form by the Com- 
monwealth Fund. A fairly comprehensive appraisal 
of psychiatric education in general has been com- 
pleted but it is anticipated and recommended by 
your committee that a more individual appraisal of 
undergraduate teaching, psychiatry during the in- 
terneship and psychiatry in general hospitals and 
graduate or residency training as well as post gradu- 
ate training should be made in the near future. 
Since this has the unanimous endorsement of the 
whole committee we would appreciate the support 
and appraisal of the Executive Committee and 
Council of this organization for the inauguration 
of proper steps and solicitation of funds for this 
purpose. 

In conclusion your committee would like to ex- 
press their appreciation of the support and helpful 
advice given us in the past concerning this work. 
We are also appreciative of the interest of the state 
hospital men who have enrolled in the three insti- 
tutes completed to date. It is also very gratifying 
to comment on the teaching ability and talent of 
the members of our Association who have taken 
part in these institutes and we feel that the educa- 
tional possibilities for future developments and ex- 
pansion are great and will exert a great influence 
in the progressive developments and accomplish- 
ments of our state hospital systems. 

Dr. FRANKLIN G. Esaucu, Chairman, 
Dr. MEYER, 

Dr. Harry A. STECKEL, 

Dr. Titus Harris, 

Dr. BALDWIN L, KEyYEs. 


REPORT OF THE SPECIAL COMMITTEE 


The first printing of the Biographical Directory 
has been completed and copies are available for in- 
spection. Your committee is of the opinion that this 
Directory will prove to be of great value. The rapid 
growth of the Association will call for the printing 
of early supplements and frequent reprinting of the 
Directory itself. Its sales should make it self- 
supporting. 

For more than a year your committee has con- 
sidered the matter of the better organization of the 
Association for the pursuit of psychiatric research, 
possibly through the creation of a Research Council 
or Division of Research. Its thoughts on this sub- 
ject were reported at the last Council meeting in 
December, 1940. The project is one of great com- 
plexity and your committee feels that it should be 
left to the consideration of some future committee 


if the Association should wish to pursue the subject 
further. 

The committee recommends that everything pos- 
sible should be done to strengthen the working rela- 
tionship between the Association and its affiliating 
societies and that further such affiliations be en- 
couraged. The American Psychiatric Association 
must continue to be dynamic—a powerful force—in 
the broad field of psychiatric thought and effort in 
the United States and Canada. 

After an existence of three years your Special 
Committee expresses to the officers of the Associa- 
tion during those years—Presidents Richard H. 
Hutchings, William C. Sandy, George H. Stevenson 
and Secretary-Treasurer Arthur H. Ruggles—its 
gratitude for their collaboration, and now asks its 
discharge. 

Respectfully submitted, 
Ross McC, CHapMAn, Chairman, 
FREDERICK W. PARSONS, 
WILLIAM L. RUSSELL, 
CLARENCE M. HINcKs, 
WILLIAM A. Bryan. 


REPORT OF THE COMMITTEE ON MILITARY 
MOBILIZATION 


One formal meeting of the committee as a whole 
was held on December 20, 1940 and free correspon- 
dence was had with individual members of the com- 
mittee from time to time regarding continued activi- 
ties throughout the year. 

The need for eliminating psychiatric risks in 
recruiting, which was emphasized at the round-table 
discussion at the Annual Meeting in May, became 
the first concern of the committee during this past 
year. It was learned that some interesting experi- 
mental work with psychological and psychiatric 
screening was being done with reference to the 
recruiting of aviators for the Canadian Army, so 
the chairman of your committee in September, 
1940 spent several days in Canada and through the 
courtesy of the President, Dr. Stevenson, was per- 
mitted to visit many of the training centers as well 
as a number of military hospitals, from which visits 
much valuable information was obtained. 

The work of Professor Bott of the University of 
Toronto, under the guidance of the late Sir Fred- 
erick Banting, was impressive, especially in view 
of the fact that he had worked out a plan for 
securing family and personality data on a group 
basis. From the very beginning we have believed 
that this is one of the most difficult problems en- 
countered in attempting to screen psychiatric risks 
in recruiting, as it is difficult in a short period of 
time to obtain a satisfactory family and personal 
history. The work in Canada was only experimental, 
however, and has not been generally utilized. 

Upon the passage of the Selective Service Act 
further correspondence by our committee was had 
with the offices of the Surgeons General. 

Apparently the appointment of a Committee on 
Medical Preparedness of the American Medical 
Association in the spring of 1940 shifted their 
interest to this more general committee so that the 
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Surgeons General were more inclined to work 
through that Association rather than through our 
own organization. Dr. Irvin Abell, chairman of the 
American Medical Association Committee on Medi- 
cal Preparedness, was informed of the personnel 
index which we had prepared and a complete list 
of psychiatrists was forwarded to him for the use 
of his committee in October, at his request. 

The Southern Psychiatric Association and the 
William Alanson White Psychiatric Foundation 
were instrumental in establishing intimate relations 
with the Selective Service System and on October 24 
your chairman, on the invitation of Director Dykstra 
of the Selective Service System, attended a con- 
ference in Washington at which the following were 
present : 


Dr. C. A. Dykstra, Director, Selective Service 
System 

Col. Charles C. Hillman, Professional Division, 
Surgeon General’s office 

Lt. Col. John E. Dahlquist, War Department 
General Staff 

Mr. Frederick Osborn, Chairman, President's 
Civilian Advisory Committee on Selective Ser- 
vice 

Lt. Col. Patrick S. Madigan, Professional Ser- 
vice Division, Surgeon General’s office 

Lt. Col. William C. Porter, Army Medical Center, 
Neuropsychiatrist 

Dr. Harry Stack Sullivan, Chairman, Southern 
Psychiatric Committee 

Dr. Winfred Overholser, 
Council 

Lt. Col. Lewis B. Hershey, Executive, Selective 
Service System 

Col. William H. Draper, Jr., War Department 
Liaison to the Selective Service System 

Lt. Col. Chas. B. Spruit, M.C., Director, Medi- 
cal Division, Selective Service System 

Captain Robert A. Bier, M.C.R., Medical Divi- 
sion, Selective Service System 


National Research 


The list of available psychiatrists which we were 
able to furnish, showing their availability for either 
Army, Navy, or Home Service, was found to be 
very useful at this time and it was finally agreed 
that arrangements ought to be made at all induction 
centers for the presence of at least one psychiatrist 
for every fifty men per day going through the 
center, these psychiatrists, of course, to be appointed 
by the local committees. In order to stimulate such 
appointments, letters to the Governors of each state, 
giving a complete list of eligible psychiatrists, were 
sent out, this on the suggestion of the Selective 
Service System. 

A brochure submitted by the William Alanson 
White Foundation was utilized in setting up Circu- 
lar Letter No. I of the Selective Service System, 
the same to be sent to all medical men involved in 
any stage in the Selective Service procedure, includ- 
ing the local Draft Boards and the Induction 
Centers. 

Dr. Winfred Overholser, because of his intimate 
contact with authorities in Washington, has been 
very helpful in promoting the activities of this 
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committee, as has also Dr. Harry Stack Sullivan. 
For this reason your chairman recommended their 
appointment to our committee and this has been 
approved by the President of the Association and 
by the Council. It was also felt that in view of the 
need among the Canadian Forces for the psychiatric 
viewpoint, it might be helpful to have additional 
members, residents of Canada, on the committee. 
Because of their standing in Canadian circles, as 
well as their interest and understanding of the 
problems of this country, Dr. John P. S. Cathcart 
of Ottawa and Dr. Bernard T. McGhie of Toronto 
were likewise added to the committee. Later, as it 
was felt the activities of the committee had now 
become so diversified that subcommittees would 
soon become necessary, two additional members 
were added, namely, Dr. Theophile Raphael of Ann 
Arbor, Michigan, and Dr. D. Ewen Cameron of 
Albany, New York. Dr. Raphael has been for a 
long time interested in the work of this committee 
and should be very helpful in formulating an edu- 
cational program, while Dr. Cameron has special 
interest in the matter of civilian morale and like 
matters which may also become a sub-activity of 
this committee. 

Your chairman has been invited to attend several 
conferences of other interested groups, namely, a 
Conference on the Neurotic Soldier, held in Phila- 
delphia on November 23 and 24, at which our com- 
mittee was represented by Dr. Samuel W. Hamil- 
ton. An invitation was also received to attend a 
meeting of the Division of Anthropology and Psy- 
chology of the National Research Council held in 
Washington on November 2. At our suggestion 
Dr. Overholser was invited to represent our com- 
mittee. 

Early in the fall of 1940 the National Research 
Council became active because of their quasi official 
standing so far as their advisory function to the 
Surgeons General of the Armed forces was con- 
cerned and they are now acting hand in hand with 
the American Medical Association and with our 
Association in the matter of careful rating of 
medical personnel for Army service. 

A special neuropsychiatric committee of the Na- 
tional Research Council was appointed under the 
chairmanship of Dr. Overholser and your chairman, 
a member of Dr. Overholser’s committee, was 
designated by him as chairman of the subcommittee 
on Personnel and Training. This affords close 
liaison of the various organizations interested in 
this matter, thus avoiding duplication of effort. 

On December 11 and 12 your chairman, having 
been appointed together with Dr. Overholser and 
Dr. Sullivan to a three-man Advisory Committee 
to the Selective Service System, attended a con- 
ference in Washington for the purpose of formulat- 
ing plans for regional conferences to be held in 
several of the larger induction centers throughout 
the country. Several of these conferences have 
since been held and others are contemplated. 

At the formal meeting of the committee as a 
whole last December it was recommended that the 
Surgeon General of the Army allow the organiza- 
tion of several psychiatric hospital units and the 
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appointment in the Medical Reserve Corps of quali- 
fied psychiatrists in grades above that of First Lieu- 
tenant, similar to the arrangement which is now in 
vogue in regard to such appointments being made 
for sponsored units of Army General Hospitals and 
Mobile Surgical Units. This committee also favored 
the inclusion in the tables of organization of quali- 
fiéd occupational therapists in all psychiatric hospi- 
tals and that all graduate registered psychiatric 
male nurses be taken into the Army under the same 
status as female nurses now registered under the 
Red Cross. A motion that psychological facilities 
be made available to the psychiatric component of 
the Army and under the direction of psychiatrists 
was also carried. 

The chairman of the committee was authorized 
at this meeting to appoint such subcommittees as 
he might deem advisable, the members of these 
committees, however, to be chosen from the com- 
mittee membership. With this authorization the 
following subcommittees were appointed : 


Subcommittee on Personnel and Training: 


To act in liaison capacity with the same sub- 
committee of the National Research Council 
of which Dr. H. A. Steckel, Syracuse, N. Y., 
is chairman, in listing the qualified and avail- 
able psychiatrists, and to consider educational 
procedures for medical advisory boards and 
medical officers. 
Chairman—Dr. Theophile Raphael 
Dr. Appleton H. Pierce 
Dr. Bernard T. McGhie 
(for Canadian activities ) 


Subcommittee on Clinical Psychiatry : 


To act in liaison with a similar subcommittee 
of the National Research Council of which Dr. 
Franklin G. Ebaugh, Denver, Colorado, is 
chairman, to consider methods of examination, 
care and prevention of psychotic and neurotic 
reactions. Also to contact and work with other 
groups concerned with public morale such as 
the Committee on Problems of Neurotic Be- 
havior of the National Research Council of 
which Dr. Walter R. Miles is chairman. 
Chairman—Dr. D. Ewen Cameron 
Dr. John P. S. Cathcart 
(for Canadian activities ) 
Dr. Francis H. Sleeper 
Dr. Theophile Raphael 


Subcommittee on Neuroses: 


Through liaison with Dr. Tracey J. Putnam, 
chairman of a similar subcommittee of the 
National Research Council, to keep in touch 
with progress made by various groups in the 
receiving of literature in this field and to make 
suggestions for further studies and research 
activities in all fields allied to psychiatry. 
Chairman—Dr. Francis H. Sleeper 
Dr. Walter J. Otis 
Dr. George A. Rowland 


Subcommittee on Selective Service: 


To continue active assistance to the Selective 
Service System in any work requested by that 
system, with special emphasis on methods for 
the effective elimination of psychiatric risks. 
Chairman—Dr. Harry Stack Sullivan 
Dr. Winfred Overholser 
Dr. Samuel W. Hamilton 


Dr. George A. Rowland of Danville, Illinois, was 
appointed as a member of the committee to repre- 
sent the Veterans Administration in view of the 
retirement of Dr. A. H. Pierce from that group. 
Dr. Pierce, however, still continues a member of 
the committee. 

The activities of this committee since January 
have been largely those of the designated sub- 
committees as follows: 

The Subcommittee on Personnel and Training 
has acted in liaison with a similar committee of the 
National Research Council in the matter of listing 
the qualified and available psychiatrists and is in the 
process of considering educational procedures for 
medical advisory boards and reserve medical officers. 
Mr. Davies, Executive Assistant of the Association, 
and his office force have been very helpful in this 
work and have now available an excellently ar- 
ranged cross index of all psychiatrists who have 
manifested an interest in serving either in the armed 
forces or for home service. This committee is deeply 
indebted to Mr. Davies for the intensive work which 
he has done and for his continued interest in our 
activities. 

The Subcommittee on Clinical Psychiatry has been 
very active. Preliminary consideration by this com- 
mittee led to two conclusions: (a) that our most 
immediate problem was likely to be constituted by 
the fact that the increasing demands of the armed 
forces for psychiatric personnel would result in a 
growing scarcity of such personnel for the carrying 
on of the civilian services, and (b) that the mainte- 
nance of morale should be considered in terms of 
the preservation of sound mental health. Dr. Cam- 
eron in his report as chairman of this subcommittee 
makes the following statement of the general policy 
of the committee. 

“From the data now available it would appear 
that there is in this country little impairment of 
mental health, at least in the form of increased inci- 
dence of psychoneurotic or psychotic behavior at- 
tributable to the rising social stress. In consequence 
our activities have been limited to (a) seeking solu- 
tions for the growing scarcity of psychiatric person- 
nel among the civilian population; (b) promotion of 
discussion and preparatory study by the psychiatric 
personnel of those problems which have arisen in 
other countries and which may conceivably arise 
here at a later date; (c) development of closer 
relationships with other groups in the field and with 
the social sciences generally, for the purpose of 
present discussion of matters of common concern 
and for the purpose of later action if the necessity 
for this appears. 

“It is to be emphasized that although evidence of 
abnormal behavioral reaction to the present situa- 
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tion in the civilian population of this country is at 
present limited, it would be a grave mistake on our 
part to fail to plan and to prepare for all foreseeable 
eventualities. It is common knowledge that all major 
social conflicts and breakdowns in the past have been 
accompanied by varying degrees of insecurity, frus- 
tration and apathy in individuals living in those 
times and there is no reason to think that the present 
period which so far exceeds its predecessors in 
gravity and in extent will not sooner or later begin 
to produce its effects upon the mental health of the 
individual.” 

The Subcommittee on Neuroses has made excel- 
lent contacts and has continued liaison with other 
similar committees of the National Research Coun- 
cil. They have attempted also to keep abreast of 
current literature bearing on the current neuroses 
of war and have been in touch with situations per- 
taining to neuroses in England and Canada by 
means of personal correspondence. By means of 
personal contacts with representatives of the various 
specialties they have attempted to determine whether 
there has been any change in the incidence of the 
neuroses as a result of the war and the activities 
of the Selective Service and a plan has been devised, 
but not placed in operation, of spot checking the 
incidence of neuroses by means of questionnaires 
addressed to secretaries of medical societies which 
can be answered accurately enough to indicate 
trends in change of incidence of neuroses. 

The Subcommittee on Selective Service has been 
continuously represented by Dr. Harry Stack Sul- 
livan its chairman, who has been designated Con- 
sultant on Psychiatry to the Director of the Selec- 
tive Service System and is, therefore, in close touch 
with the matter of effective elimination of psychi- 
atric risks, the chief purpose of this subcommittee. 

Your chairman at this time wishes to express his 
appreciation to all members of the committee as well 
as the officers of the Association, members of the 
Council and especially to the Executive Assistant, 
Mr. Davies, all of whom have rendered excellent 
service and have shown a high degree of cooperation 
in the activities of the committee. 

Unfortunately, many details of activities of our 
committee must be eliminated from this report for 
purposes of brevity but we believe the important 
points have been emphasized sufficiently to indicate 
the broad scope of our activities during the past 
year. Much work remains to be done and the 
constantly changing aspects of the national situation 
require a similarly constantly changing emphasis 
in the various activities which this committee has 
undertaken. 

Harry A. STECKEL, M. D., Chairman, 
D. Ewen Cameron, M. D., 
Joun P. S. Catucart, M. D., 
SAMUEL W. ton, M. D., 
BERNARD T. McGuis, M. D., 
Watter J. Otis, M. D., 
WInNFRED OVERHOLSER, M. D., 
AppLeton H. Pierce, M. D., 
THEOPHILE RAPHAEL, M. D., 
Georce.A. Row.anp, M. D., 
Francis H. Sieeper, M. D., 
Harry Stack Sutiivay, M. D. 
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REPoRT OF COMMITTEE ON CouRTS 


Your Committee on Courts of the Forensic Sec- 
tion set out this year to study the organizations 
of the various clinics serving adult courts in the 
larger cities as official agencies. 

We have considered only those services known 
to the Committee in which two or more people 
serve the court directly as a psychiatric unit and 
are paid from court funds for either whole or 
part time. Only ten such organizations were 
identified. These are located at Baltimore, Boston, 
Chicago (2), Cleveland, Detroit, New York, Phila- 
delphia, Pittsburgh, and Seattle. 

We attempted through mailing a questionnaire to 
bring out both similarities and differences in meth- 
ods of operation as well as organization. Good co- 
operation was met with in the return of all but one 
of the questionnaires. 

The oldest clinics are in the Municipal Courts 
of Boston and Philadelphia (1913 and 1914.) The 
youngest is in Pittsburgh (1937). The newer 
clinics are referred to as “Behavior Clinics,” of 
which there are three. Two retain the older term 
“Psychiatric” and one “Psychopathic.” The other 
three are referred to as “Medical Services of the 
Court.” 

The three called “Behavior Clinics” are con- 
cerned only with psychiatric or behavior prob- 
lems per se, while the others do work in one or 
more allied fields such as physical examinations, 
venereal diagnosis, pregnancy determinations, blood 
groupings, etc. Only one director is also jail phy- 
sician but several indicated that they fall heir 
to the emergency call when trouble occurs around 
the court house or jail. Likewise with only one 
exception these clinics find demands upon their 
services from outside their official connection. 

New York and Pittsburgh clinics handle only 
felonies, while the Boston and Philadelphia clinics 
handle chiefly misdemeanors. The others examine 
both. 

There is considerable difference in the stages 
at which a case is examined. In New York no case 
is examined until after conviction, which lessens 
the need for deception on the part of the patient and 
also for observing the constitutional rights of the 
subject who is presumed to be innocent until 
adjudged guilty by due process of law. At the 
opposite extreme is Seattle where 80 per cent of 
the cases are seen before indictment. 

The largest case load is handled by the Medical 
Department of the Municipal Court of Phila- 
delphia—N. P. section—5400 cases. Next is New 
York—2626. The smallest in point of number is 
Baltimore with 223. 

All clinics report in writing. Except in rare 
instances, only one makes oral reports. In 5 places 
the reports are official documents and are open 
to public inspection which means that in sensational 
cases they may constitute the basis for newspaper 
stories. 

All but two prepare confidential social histories 
and all exchange information with unofficial social 
agencies. 
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Only two of the clinics do not register their 
cases with the central social agency clearing house. 
From 70 to 95 per cent of the cases are examined 
while inmates of the jail, the rest reporting for 
examination while on bail. Nearly all examinations 
are made in jail or in offices provided in court 
buildings. Only two clinics are fortunate enough 
to have detention wards available for daily observa- 
tion of their patients over an extended time. 

In all the courts having jurisdiction over felonies, 
there is also power to commit to the hospital for 
the criminal insane. This power is not held by the 
misdemeanor courts which are served by two of 
the nine clinics studied. 

The most interesting difference is in the per- 
sonnel which goes to make up a clinic in the 
various organizations. The most frequent adminis- 
trative factor formula is that of psychiatrist-direc- 
tor and secretary. Of the remainder, five have one 
or more psychologists, three have one or more 
psychiatric social workers and two have both. 

All have one or more secretaries or stenographers. 

The number of psychiatrists varies from one 
(part time) to six (full or part.) 

In addition the following titles are observed; 
Physician, Traffic Psychologist, Clinical Sociolo- 
gist, Statistician, Investigator. 

Salaries vary almost as much as personnel. 

Salaries of directors run from $2400 (part time) 
to $7500. 

Psychologists from $1176 (part time) to $3864. 

Social Workers and Investigators $1500 to $2500. 

Secretaries from $1199 to $2300. 

The function of all clinics is essentially diag- 
nostic. Two state that they do psychotherapy, 
two do some probationary supervision, three others 
state that they treat a few and one clinic has a 
treatment plan under consideration. It is interest- 
ing to note that the ratio of the psychiatrist’s 
time to volume of patients is about the same in the 
organizations doing psychotherapy as in those 
which are purely diagnostic. The case load per 
psychiatrist varies from 200 to 833 per full psy- 
chiatrist in the felony or mixed courts, and 1000 
to 1600 in the misdemeanor courts. This ratio 
does not appear to be related to the number of 
supporting personnel. 

This brief survey required much more work than 
was expected. Much information was obtained and 
many questions occurred which could not be 
answered from material on hand. 

It is quite possible that other clinics of similar 
type exist but we were unable to locate them. 

The striking point brought out so far is that 
there is relatively little uniformity in either or- 
ganization or procedure. It is particularly en- 
couraging that the newer clinics recognize the 
need for psychological and social worker per- 
sonnel in carrying out a thorough case work study. 

One question which deserves much airing of 
Opinion concerns the amount of direct psycho- 
therapy which can and should be carried out in an 
official court agency. As a corollary to this it 
would be ‘interesting to know to what extent 


unofficial case working agencies are co-operating 
with probation departments in carrying out clinic 
recommendations. 

This committee suggests that the study be con- 
tinued throughout the next year with a com- 
parison of diagnostic classifications and findings 
and perhaps a finer sifting might be done to 
identify other smaller agencies serving courts in 
a smaller capacity. 


Joun Larson, Chairman. 


REPORT OF COMMITTEE ON INSTITUTIONS FOR 
JuveNnILE DELINQUENTS 


Your committee has considered its assignment 
of bringing a report before the Section and has 
decided that in this, the first year of such a com- 
mittee’s existence within The American Psychi- 
atric Association, the most appropriate action would 
be to submit certain minimum standards of policy 
which the Association might approve. These have 
been phrased as follows: 

There is an obligation upon society to make pro- 
vision for the treatment and training of delinquent 
or socially maladjusted children. The problem of 
juvenile delinquency or social maladjustment re- 
sults to a major degree from defects in our social 
organization, defects which have deprived some of 
our children of healthful socializing influences and 
have exposed them to unhealthful and vicious ones. 
It is our conviction that there are few children if 
any, aside from the grossly feebleminded or or- 
ganically handicapped, who initially do not have 
sufficient potentialities for constructive social ad- 
justment. 

Provision for the treatment, training and read- 
justment of socially maladjusted children will neces- 
sarily include community resources and institu- 
tional resources, and it is essential that these re- 
sources be coordinated in a broad program. Where 
treatment in the community offers good prospect of 
success, it is to be preferred. Where treatment in 
an institution offers a better prospect of success 
than treatment in the community, such treatment 
should be undertaken. This will include cases in 
which the need for control during treatment is 
prominent, such as the following: (1) children who 
come from homes which are grossly unfit, yet not 
modifiable, and who will not accept foster home 
placement; (2) children whose maladjustment is 
sufficiently serious to bring about unqualified re- 
jection by the community and to make treatment 
in the community impossible; (3) children with 
school maladjustments who even during treatment 
cannot be kept from school truancy long enough to 
make an attempt at school adjustment possible; 
(4) children who continually desert their own 
homes and will not accept foster home placement. 

Children whose problems are primarily the re- 
sult of feeblemindedness or mental disease, includ- 
ing organic brain disease, or epilepsy, should be 
cared for in institutions appropriate for such cases. 
Children whose problem is primarily one of de- 
linquency should be cared for in training schools. 
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The commitment to a training school should not 
be for a prescribed or predetermined period, but 
should be for an indeterminate period during the 
child’s minority during which he may receive treat- 
ment until he appears a suitable risk for return to 
the community. 

A training school should have as its objective 
the rehabilitation or readjustment of the children 
committed to its care to the end that they may 
become useful members of society. 

A real measure of success in this task is pos- 
sible only to people who approach children with a 
desire to help them, with an intelligent understand- 
ing, and with a readiness to make all possible use 
of technical knowledge and skill. It is incumbent 
on the staff of the training school to make the 
children feel the training school does not exist for 
punishment, even though some use of punishment 
may be unavoidable for the control of children 
there as elsewhere. Rather the training school 
exists to aid the children toward a new start 
in life through an evaluation of the individual needs 
of each child and efforts to bring about an altera- 
tion in the child’s attitudes from within rather than 
by attempts to superimpose new attitudes and 
standards upon the child. 

The children committed to a training school are 
entitled to have their physical needs met as is 
appropriate to a nation in comparative plenty. 
There is a social obligation that every reasonable 
effort that promises to aid their readjustment be 
made. Treatment facilities which offer promise 
of aiding in such readjustment should not be de- 
nied on the basis that the children have not merited 
them through their conduct. It is a false philosophy 
to insist that a patient conquer his symptoms be- 
fore he is entitled to treatment. 

Housing should be in small units with personal- 
ized atmosphere which provides so far as possible 
at least some of the elements of home life. 

Academic and vocational schooling should be 
provided and should be organized with recognition 
of the fact that children committed to the training 
school are frequently the failures of the public 
school and commonly have an antagonistic attitude 
toward schooling in general, particularly toward 
academic schooling. It is important that the pro- 
gram be varied with frequent breaks and par- 
ticular effort to capture interest. There should be 
a readiness to adapt the program to the needs of 
individual children. There should always be pro- 
vided the means for individual help to overcome 
special educational handicaps such as reading dis- 
ability. Pre-vocational and vocational training 
should be provided to the extent that the children 
are capable of profiting by them. This latter should 
stress the stimulation of interest rather than the 
idea of turning out skilled workers. 

Provisions should be made for a rich and varied 
recreational program with the stimulation and de- 
velopments of individual interests. 

The child in the training school should not be 
denied the benefit of a religious counselor of his 
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own faith, and should have the opportunity to de- 
velop his religious life to the extent he shows 
interest, capacity and responsiveness. 

In general, treatment should be individualized so 
far as is possible without disrupting group control 
or group morale. 

In this connection there should be a careful ini- 
tial individual study of every child admitted to a 
training school. This should include a complete 
medical and dental examination followed by the 
correction of remediable defects. It should in- 
clude psychological tests to determine intelligence, 
school achievement and special aptitudes. These 
tests should be carried out by adequately trained 
personnel and should be utilized by personnel 
trained in vocational and educational guidance. It 
should include psychiatric or case work study of 
each individual child by psychiatrists, or by trained 
social workers working under the guidance of psy- 
chiatrists, or by trained social workers with psy- 
chiatric consultation available for cases in which 
it appears indicated. This study should be extended 
at any time indication for further study of a par- 
ticular child may appear. 

It is essential that treatment of the home and 
its preparation for the return of the child should 
proceed simultaneously with the treatment of the 
child. 

The psychiatrist functioning in a training school 
should bear in mind three aims, to contribute to 
the diagnostic study of individual children, to con- 
tribute to the constructive treatment of individual 
children, and to contribute to the development of 
understanding, of treatment skill and of a treat- 
ment attitude on the part of the staff of the train- 
ing school. 

In order to avoid errors which might otherwise 
result from the carrying over from the hospital 
of attitudes and practices which are inappropriate 
to the training school, the psychiatrist working in 
a training school should bear in mind that while 
psychiatry has a contribution to make to the treat- 
ment of delinquents, it is not the only professional 
field which has a contribution to make, and that 
the group influences in the training school are 
tremendously greater than in the psychiatric hos- 
pital. This last fact necessarily alters many treat- 
ment practices. 

It is important that the psychiatrist should have 
available within the training school the coopera- 
tive assistance of social case workers, who know 
the training school, in order that he may freely 
pursue his profession without the risk of finding 
himself an adjunct rather than an integral part 
of the treatment program. 

Administratively there should be provision at 
the training school for the transfer to other types 
of institutions of children clearly more to be bene- 
fited by one of those institutions or more suitable 
for its program. This will include transfer of 
exceptional older children who require security of 
intramural care to institutions which provide it. 

Finally, there should be arrangement for parole 
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supervision and assistance to the child by a 
trained worker on his return to the community, the 
relationship with the parole worker to be well 
established if possible before the child leaves the 
training school. 

There is much need for flexibility, creative think- 
ing checked by critical examination of its results, 
research and clinical experiment in this field. The 
clinical staff of a training school should work in 
an atmosphere of encouragement for and apprecia- 
tion of contributions in this direction. Institu- 
tionally there is need for further investigation of 
the possibilities of small residential homes, in or 
adjacent to cities, homes which might make use 
of the clinical facilities of the cities and function 
particularly as the equivalent of convalescent homes 
to bridge the tremendous gap between the en- 


vironment of the training school and that of the 
community. 

Your committee believes that the problems of 
the training school cannot be adequately considered 
without relating these problems to those of the 
Juvenile Court and the other community agencies 
which deal with delinquent children. Your com- 
mittee recommends therefore the creation of a 
larger Committee on the Prevention and Treatment 
of Delinquency in Children. Such a committee 
might well have three subcommittees, a Subcom- 
mittee on General Community Organization, a 
Subcommittee on Juvenile Courts and Their Agen- 
cies, and a Subcommittee on Training Schools. 

R. L. Jenkins, M. D., Chairman, 
L. ScHroeper, M. D., 
Harotp Binper, M. D. 


| 
| 
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The 


Annual Dinner of The 


ANNUAL DINNER 


American Benjamin Cohen, M. D., 


Psychiatric Association was held in the Jules H. Masserman, M. D., 


Auditorium Ballroom of the Jefferson Hotel 


Michael J. Pescor, M. D., 
Andras Angyal, M. D., 


at 7:00 o'clock on the evening of Wednes- Harry J. Worthing, M. D., 
day, May 7th, 1941, the President, George H. Robert Matthews, M. D., 
Stevenson, M.D., presiding. 


Fellowship Certificates were awarded to 


the following : 
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Stanley Montgomery, M. D., 
C. H. Billings, M. D., 
Robert H. Felix, M. D., 
Charles Kimberly, M. D., 

B. W. Hogan, M. D., 
William R. Griffin, M. D., 
Edward F. Reaser, M. D., 
Jacob H. Conn, M. D., 
Calvert Stein, M. D., 

Albert W. Pigott, M. D., 
William J. Johnson, M. D., 
Edward D. Hoedemaker, M. D., 
Mark Griffin, M. D., 

W. R. Miller, M. D., 


Clarke H. Barnacle, M. D., 

Ralph Banay, M. D., 

O. Spurgeon English, M. D., 
A. Hauser, M. D., 

Niels L. Anthonisen, M. D. 


The President-Elect, Dr. James King 
Hall, was introduced and he responded most 
gracefully. 

The Annual Address was given by Sir 
Gerald Campbell, His Britannic Majesty’s 
Minister to the United States, and his ad- 
dress was enthusiastically received. 

During the dinner there was music by the 
Sabbath Glee Club and following this there 
was dancing for members and guests which 
continued until 1:00 A. M. 
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A WORD FROM THE PRESIDENT 


SEPTEMBER 30, I9Q4I. 
My Fettow-MEMBERS: 

Though imprisoned and in the grip of 
Nero’s power, the Great Apostle had been 
so schooled by his experiences that he was 
able to send word to his friends at Philippi 
that in whatsoever state he was, he was con- 
tent. A hostile environment and prison bars 
did not alarm or distress him; he was an- 
chored and sustained by an inner sense of 
security that those around him could not 
understand or appreciate. Were the world of 
to-day peopled by the like of Paul, psychi- 
atrists would not be needed. 

There can be no universal peace until man 
establishes, as his goal the hope that he, too, 
may develop an inner peace that will keep 
him free from fractious want. The hope of 
the wise physician is that he may be able to 


help his fellow-mortal to appreciate the ne- 
cessity of living in a state of serene balance 
between that portion of the universe within 
him and that part beyond his integument. 
The one domain may be often as large and as 
complex as the other. Paul was made to fight 
with wild beasts Ephesus, but he knew such 
barbarism could not terrorize or destroy him 
or satisfy the souls of those who derided 
him. 

We must stouten our hearts for the emer- 
gencies that lie around and ahead, but we 
must know that peace and strength through- 
out the long years can come only from our 
communion with our better selves and with 
the Infinite. For man is a spiritual entity, 
and his comforting medical minister must be 
ever mindful of tabernacle and of soul. 

J. K. Hatt. 
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COMMENT 


-THE SALMON LECTURES 


It is particularly appropriate and fortunate 
that the Salmon Lectures should be given 
this year by an Englishman, still more so 
that this Englishman is a medical officer of 
the Royal Air Force and that he will discuss 
the psychiatric problems of war time. 

Dr. R. D. Gillespie is a prominent figure 
in British psychiatry. Long a member of 
Guys Hospital staff and lecturer in psycho- 
logical medicine in the University of London, 
he is now chief psychiatrist to the Royal Air 
Force. It is a notable concession on his part 
and on that of the British government which 
has granted him leave of absence that Dr. 
Gillespie will come to report to his colleagues 
and to the public on this side of the water 
his findings as to the consequences of the 
war on the morale of the people of Britain, 
and its effects on the mental health of both 
the armed forces and the civilian population. 

The Salmon Committee on Psychiatry and 
Mental Hygiene of the New York Academy 
of Medicine, under the energetic chairman- 
ship of Dr. C. Charles Burlingame, is to be 
congratulated on the successful issue of 
negotiations which lasted several months. 
The committee likewise deserves the grati- 
tude of the medical profession of North 


PSYCHIATRY 

Psychiatry has sometimes been referred to 
as the step-child of medicine; it might also 
be called the foster-child of the state. The 
science of medicine has nothing to be unduly 
proud of in that fact. It came about, not be- 
cause leaders in public health and welfare 
deliberated together long ago and decided 
that the state was the best agency to provide 
for the care and treatment of mental dis- 
abilities, nor again because they believed that 
state medicine was a good thing and that the 
field of mental illness might be a good place 
to begin the experiment. The simple truth 
is that the profession and society, always con- 
cerned with the problems of physical illness, 
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America for bringing over here one who 
from his personal observations can teach the 
lessons we have thus far not been called upon 
to learn at first hand. 

The subject of Dr. Gillespie’s lectures will 
be “Psychoneuroses in Peace and War and 
the Future of Human Relationships.” Here 
are two major topics which indicate that he 
will have something to say not only about the 
problems of the present emergency, but also 
about the new directions in social planning 
which the war has shown to be desirable and 
indeed necessary. Whether or not the West- 
ern Hemisphere becomes the scene of battle, 
plans for the amelioration of human relation- 
ships which Britain under the bitter experi- 
ence of the war of today is formulating for 
the society of tomorrow will be a matter of 
world-wide concern if international good 
will and good health are ever to prevail. 

The Salmon Memorial Lectures will be 
delivered by Dr. Gillespie at the New York 
Academy of Medicine November 17 and 18, 
1941. Dr. Burlingame’s committee has made 
further special arrangements whereby Dr. 
Gillespie, following his New York lectures, 
will give addresses in Toronto, Chicago, New 
Orleans, Washington, San Francisco and 
Philadelphia. 


IN DELAWARE 


long neglected the mentally disabled ; and the 
state eventually took up the burden because 
there was no one else to carry it. 

How the state has shouldered this respon- 
sibility through the years is not an altogether 
pleasant tale, which those sold to state medi- 
cine might well ponder. 

The June 1941 issue of the Delaware State 
Medical Journal makes the occasion to say a 
few words about one state with a uniquely 
enviable record. This number of the Dela- 
ware Medical Journal is given over entirely 
to the subject of mental health and illness and 
the problems of treatment ; and every article, 
save one by H. Edmund Bullis, executive 
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director, Delaware State Society for Mental 
Hygiene, is contributed by a member of the 
resident or consulting staff of the Delaware 
State Hospital. In this creditable showing 
the superintendent, Dr. W. A. Tarumianz, 
may feel justifiable satisfaction. 

The State of Delaware, because of its 
small area and comparatively small popula- 
tion, offers ideal conditions for the develop- 
ment of a mental hygiene program centering 
in a single hospital, clinic and out-patient 
service and serving the whole population of 
the state. We have here practically a labora- 
tory setting in social psychiatry where thera- 
peutic, preventive and educational measures 
and experimental procedures can be applied 
and appraised. Delaware is fortunate in an 
administration which is alert to these possi- 
bilities and seems determined to make the 
most of them. 

In 1889 state care replaced county custody 
for the mentally ill in Delaware, thus anti- 


dating by one year the famous New York 
Act. In 1889 also was opened the new hospi- 
tal at Farmhurst which, measured by the 
standards adopted by the American Psychi- 
atric Association, ranks with the best insti- 
tutions in the country and is excelled by 
none. 

In a historical survey contributed to the 
issue of the Delaware Medical Journal just 
referred to, Dr. Tarumianz commenting on 
the events of 1889 remarks: “Politics was 
also removed from state hospital manage- 
ment in the State of Delaware. This situa- 
tion, free of politics, established in 1889 has 
been maintained by all legislative sessions 
since.” 

We have used in the foregoing sentence 
the italics that the statement deserves. The 
fact so expressed contributes principally in 
accounting for the fine progress and present 
enviable status of psychiatry and mental hy- 
giene in Delaware. 


NEWS AND NOTES 


NEUROPSYCHIATRIC RESEARCH UNIT AT 
Nortuport (L. I.) VETERANS ADMINIS- 
TRATION Frank T. 
Hines, Administrator of Veterans Affairs, 
has established a neuropsychiatric research 
unit at the Veterans Administration Facility, 
Northport, Long Island, New York. The 
unit will operate as an integrant part of the 
medical and hospital service under the di- 
rection of Dr. Chas. M. Griffith, medical 
director and under the immediate supervi- 
sion of Dr. Hugo Mella, chief, postgraduate 
instruction and medical research division, 
medical and hospital service, Washington, 

The personnel of the unit includes two 
senior physicians, Dr. James A. Huddleson, 
director, and Dr. William J. Turner, who 
will supervise the laboratory activities, to- 
gether with technical and clerical assistants. 

The unit will conduct clinical and labora- 
tory research in connection with neuro- 
psychiatric disabilities among veterans. An 
effort will also be made to standardize diag- 
nostic and therapeutic methods in the man- 
agement of neuropsychiatric diseases and, 
from time to time, the personnel of the unit 
will be engaged in teaching modern concepts 
of neurology, psychiatry and neuropathology 
to medical officers of the Veterans Admin- 
istration, detailed for this purpose. 


U. S. Pustic HEALTH SERVICE Ap- 
POINTS CONSULTANT IN _ PSYCHIATRIC 
Nursinc.—Announcement is that 
Miss Mary E. Corcoran, former superinten- 
dent of nurses at the New Jersey State 
Hospital at Greystone Park, has been ap- 
pointed psychiatric nursing consultant on 
the staff of the Section on Mental Health 
Methods of the U. S. Public Health Ser- 
vice, Washington, D. C. Miss Corcoran will 
take over her new duties September I, 1941. 
The Section on Mental Health Methods 
operates a survey service for mental hospi- 
tals and assists in the establishment of state 
mental hygiene-public health programs. The 
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addition of a well qualified person in the field 
of psychiatric nursing will considerably 
strengthen the staff of this Section. 


Dr. REBEKAH WRIGHT RETIRES FROM 
THE MASSACHUSETTS SERVICE.—The hospi- 
tal world is familiar with the authoritative 
manual Hydrotherapy in Psychiatric Hospi- 
tals by Rebekah Wright, M. D., hydrologist 
to the Massachusetts Department of Mental 
Health, the most recent edition of which 
was published in 1940. 

After twenty-two years in the Massa- 
chusetts service, much of which time was 
devoted to the development and teaching of 
scientific hydrotherapeutic procedures in the 
state hospitals, Dr. Wright has now retired. 
She will continue her consultation work and 
will be available for lectures and instruc- 
tional courses in hydrotherapy. Her present 
address is 600 Sunderland Road, Worcester, 
Mass. 


MiILirArY SuRGEONS MEETING.—One of 
the most important medical meetings of the 
year is that of The Association of Military 
Surgeons of the United States at Louisville, 
Ky. (Brown Hotel) Oct. 29-Nov. 1. All 
members of the medical profession, and par- 
ticularly members of Medical Defense Com- 
mittees are invited to attend. 

Major General Charles R. Reynolds, 
Chairman of the program committee, an- 
nounces the preliminary list of speakers as 
follows: 


Colonel Harold D. Corbusier, Medical Reserve, 
U. S. Army, “Presidential Address.” 

Rear Admiral Ross T. McIntire, Surgeon Gen- 
eral of the Navy, “Policies and Activities of the 
Medical Department of the United States Navy 
in the Present National Emergency.” 

Dr. Warren F. Draper, Assistant to the Surgeon 
General, U. S. Public Health Service, “Present 
Policies and Activities of the United States Public 
Health Service.” 

Brigadier General Frank T. Hines, Administra- 
tor of Veterans’ Affairs, “Progress of the Part the 
Veterans’ Administration is Playing in the Na- 
tional Defense Program.” 
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Major Frank B. Wakeman, Medical Corps, U. S. 
Army, representing Major General James C. 
Magee, Surgeon General, U. S. Army, “Present 
Policies and Activities of the Medical Department 
of the United States Army.” 

Colonel Robert H. Duenner, Medical Corps, 
U. S. Army, Fort Knox, Ky., “Medical Service 
of the Mechanized Forces.” 

Colonel Paul E. Howe, Sanitary Corps, U. S. 
Army, “Nutritional Problems of the Army.” 

Colonel Fred H. Albee, Medical Reserve, U. S. 
Army, “Treatment of Ununited Fractures of Im- 
portance to the Military Service.” 

Captain Lucius W. Johnson, Medical Corps, 
U. S. Navy, “Medical Service at Remote Naval 
Bases.” 

Captain William L. Mann, Jr., Medical Corps, 
U. S. Navy, “Medical Arrangements for Combined 
Operations of Land Forces and Sea Forces” (with 
motion pictures). 


The following are scheduled for papers, 
the titles of which are not yet available: 


Major General C. R. Reynolds, U. S. Army, Ret., 
Brigadier General Leigh C. Fairbank, Assistant 
to The Surgeon General, U. S. Army, Colonel 
Irvin Abell, of Louisville, Ky., Colonel Leonard C. 
Rowntree, Medical Reserve, U. S. Army, Chief, 
Medical Division, Selective Service System, Wash- 
ington, D. C., Colonel Raymond A. Kelser, Veteri- 
nary Corps, U. S. Army, Lieut. Colonel David 
N. W. Grant, Medical Corps, U. S. Army, Office of 
the Chief of the Air Corps. 


AMERICAN OCCUPATIONAL THERAPY As- 
SOCIATION.—This group held its twenty- 
fifth annual meeting at the Hotel Mayflower, 
Washington, D. C., in conjunction with the 
American Congress of Physical Therapy. 
Meetings of the House of Delegates and of 
the Board of Management were held Sun- 
day, August 31, the opening session being 
held Monday morning. That afternoon the 
subject of “cardiac children” was considered. 
Tuesday morning there were round tables 
on color therapy, musical therapy, student 
nurse training and work with the blind. 
That afternoon there were sight-seeing trips 
and a tea at the White House at which Mrs. 
Roosevelt: received in her usual gracious 
way. At the evening session a summary of 
the round tables was given and there were 
demonstrations of occupational therapy tech- 
niques. Wednesday morning neuropsy- 
chiatry was the subject considered. In the 
afternoon a joint session with the Congress 
of Physical Therapy was held, with a joint 
banquet in the evening. 


Thursday morning there was a Veterans’ 
Bureau session with one on tuberculosis at 
the same time. The two groups later united 
for a session on the problems of defense. 
Thursday afternoon was given over to hos- 
pital visits and a meeting of the Board of 
Management. A large number remained to 
attend a meeting at St. Elizabeth’s Hospital 
where Dr. J. L. Moreno and Miss Frances 
Herriott gave a demonstration of “The 
Psychodrama as an Approach to Mental 
Problems.” This was most interesting as 
the patient-subjects did well. 

The meetings were well attended, 388 
being registered from all parts of the coun- 
try. California and Venezuela were the most 
distant regions represented. The largest 
representation came from New York with 
59 registrants. 


CivIL1AN Morace.—The Military Mobili- 
zation Committee has brought out a further 
compilation for the use of the members of 
the Association who are being called upon 
to discuss or deal with problems of civilian 
mental health during the present period of 
stress. The subject of the compilation is 
Social Institutions During Periods of Stress. 
Copies may be obtained on request from 
Dr. D. Ewen Cameron, Albany Hospital, 
Albany, New York. 


SECOND AMERICAN CONGRESS ON GEN- 
ERAL SEMANTICS.—Franklin G. Ebaugh, 
M. D., University of Colorado Psychopathic 
Hospital, presided as president of the Con- 
gress which met August I and 2 under the 
auspices of The University of Denver. At 
the opening session, the honorary president, 
Caleb Gates, Jr., newly installed Chancellor 
of the University, formerly assistant dean 
of Princeton, welcomed the 300 members of 
the Congress and Dr. Adolf Meyer intro- 
duced Alfred Korzybski, author of Science 
and Sanity, in which the system of general 
semantics was first formulated. The Con- 
gress signalized the third anniversary of 
Korzybski’s founding of the Institute of 
General Semantics at Chicago. Dr. Meyer 
also opened the sectional meetings on psycho- 
somatic problems with a paper on psycho- 
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biology and the methodological contribution 
of general semantics and participated in 
the post-congress discussion meeting on 
August 3. 

The central theme of the program was 
methodological foundations for cultural in- 
tegration. Addresses in the three general 
sessions dealt with analyses of the funda- 
mental neuro-evalutional factors in cultural 
disintegration and problems of educational 
reconstruction, and described the use of the 
techniques of general semantics for the con- 
trol of neuro-linguistic and neuro-semantic 
mechanisms towards integration. Among the 
introductory papers, Professor Lee’s on the 
mechanisms of prejudice, conflict and cul- 
tural lag and Professor Hayakawa’s on the 
empirical foundations for ethics in Korzyb- 
ski’s theory of time-binding were of particu- 
lar significance for both the professional and 
lay audience. At the other plenary meetings 
Korzybski delivered two addresses on non- 
aristotelian methodology and orientations for 
neuro-social integration without regimenta- 
tion. In the sectional meetings some 80 
papers on the applications of general seman- 
tics formulations and methods or related sub- 
jects were grouped together for presentation 
under the broad classifications of psycho- 
somatic problems, problems in education and 
problems in public affairs. 

A paper on the implications of general 
semantics for medical education was pre- 
sented in plenary session by the chairman of 
the psychosomatic section, Dr. R. W. Mc- 
Nealy, professor of surgery at Northwestern 
University Medical School and president of 
the staff, Cook County Hospital. The atten- 
dance at every meeting of this section was 
unexpectedly large, attracting more than half 
of the membership. Of particular interest 
to educators as well as the medical profession 
and related specialists were the following 
papers: 

“General Semantics and the Problem of Rapport 
in Psychiatry,” Joun G. MerGner, M. D., Psychi- 
atric Institute, Illinois Research Hospital, Chicago; 
“Semantic Dementia and Semi-Suicide,” (A Rein- 
terpretation of the So-called Psychopathic Per- 
sonality), Hervey CLeck.ey, M.D., professor of 
neuropsychiatry, University of Georgia School of 
Medicine; “Mechanisms of Magic and Self-Decep- 
tion. The Psycho-logical Basis of Mis-direction 


and Extensional Method in Prevention,’ DouGLas 
McG. Ketiey, M.D., Rockefeller Fellow in psy- 


chiatry, New York Psychiatric Institute and Hos- 
pital; “Some Neglected Factors in the Personality- 
Cultural Complex; An Expanded Formulation of 
Environment,” WILLIAM F. PETERSEN, M.D., pro- 
fessor of pathology, University of Illinois Medical 
School; “The Use of General Semantics in Psy- 
chiatry,” DouGLas Gorpon CAmpBELL, M.D., Uni- 
versity of California Medical School; consulting 
psychiatrist, Mills College; “The Use of General 
Semantics in Some Child Guidance Cases,” Forrest 
N. Anperson, M.D., director, Child Guidance 
Clinic, Los Angeles; “The Dilemma of Mental 
Hygiene,” GerorGe S. Stevenson, M.D., medical 
director, The National Committee for Mental Hy- 
“Youth in Chaos: Cultural Implications of 
an Extensional Analysis of Student Problems,” 
C. B. Concpon, M.D., student health service, Uni- 
versity of Chicago; assistant clinical professor of 
neurology and psychiatry, Loyola University School 
of Medicine; “General Semantics in the Practice 
of Internal Medicine,” Everett W. DELonG, M. D., 
Los Angeles; “Semantogenesis and Control of 
Dental Caries,” Louis G. Barrett, D. M. D., Han- 
over, New Hampshire; lecturer, 1941-42, Harvard 
School of Dental Medicine; “General Semantics 
Applied to Nutrition,” MicHAEL J. WALSH, con- 
sulting nutritionist, San Diego, California; “Meth- 
ods of General Semantics Used to Teach Tech- 
niques for Harmonious Mating,” HitpretH CA.p- 
WELL, M.D., obstetrician and counselor in family 
relationships, Los Angeles; “Dispelling ‘Emotional’ 
Crises Through Extensionalization,” Recina W. 
WIieEMAN, Ed. D., consulting psychologist in indi- 
vidual and family adjustment, Chicago; “A Study 
of Tension in Relation to Breakdown,” Macpa B. 
ARNOLD, department of psychology, University of 
Toronto; “General Semantics in the Group Gui- 
dance of Young Adolescents,” Etste SMITHIES, 
assistant principal, University of Chicago High 
School; “Re-Education in Reading: Application 
of General Semantics in Remedial Work,” O. R. 
BONTRAGER, director of the reading clinic, State 
Teachers College, California, Pennsylvania; “Gen- 
eral Semantics in Vision and Visual Research,” 
Cart F. SHeparp, D. O.S., department of research, 
Northern Illinois College of Optometry, Chicago; 
and the group of papers on speech pathology and 
research in speech behavior representing mainly 
the clinical and research work in progress at the 
State University of Iowa in the speech and psy- 
chological departments and state surveys. 


giene ; 


The Congress was organized by Professor 
Elwood Murray of The University of Den- 
ver, and M. Kendig, educational director of 
the Institute of General Semantics, who pre- 
pared the program. Copies of the 12-page 
Congress program with explanatory notes, 
sponsoring and advisory committees and a 
complete list of papers with advance order 
forms for the Proceedings of the Congress 
may be secured by writing to the editor of 
the proceedings, M. Kendig, Institute of 
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General Semantics, 1234 East 56 Street, 
Chicago. 


Dr. Gerty RECEIVES APPOINTMENT AT 
UNIVERSITY OF ILLINoIs.—Succeeding the 
late Dr. H. Douglas Singer, Dr. Francis J. 
Gerty, chairman of the department of neurol- 
ogy and psychiatry at the School of Medi- 
cine, Loyola University, has been appointed 
professor and head of the department of psy- 
chiatry at the College of Medicine, Univer- 
sity of Illinois. Dr. Gerty, a graduate of 
Loyola University, has been superintendent 
of Cook County Psychopathic Hospital since 
1922. 


SOUTHERN PsyCHIATRIC ASSOCIATION 
MeretinGc.—The annual meeting of the 
Southern Psychiatric Association will be 
held at Hotel Noel, Nashville, Tennessee, 
October 6 and 7, 1941. 

The list of speakers includes, besides the 
Governor of Tennessee, the Chancellor of 
Vanderbilt University and the president of 
the Association, the president and president- 
elect of The American Psychiatric Associa- 
tion, the president of the Central Neuro- 
Psychiatric Association, officers from the 
War and Navy Departments and other dis- 
tinguished psychiatrists. 

Dr. Arthur J. Schwenkenberg of Dallas, 
Texas, is president of the Association, and 
Dr. Newdigate M. Owensby of Atlanta, 
Georgia, secretary-treasurer. 


NortH CAROLINA NEUROLOGICAL AND 
PsycHIATRIC AssociATION MEETING.—The 
Association will meet at the State Hospital, 
Morganton, North Carolina, as guests of the 
superintendent, Dr. F. B. Watkins, October 
24, 1941. 


The scientific session and business meeting 
will be held during the afternoon and in the 
evening there will be a round table discus- 
sion of neurological and psychiatric examina- 
tions of draftees. 

Dr. Archie A. Barrow of Charlotte, North 
Carolina is president of the Association and 
Dr. Burke Suitt, secretary-treasurer. 


Dr. BowMAN Goes TO SAN FRANCISCO.— 
Dr. Aaron J. Rosanoff, Director of Institu- 
tions, State of California, has announced the 
appointment of Dr. Karl W. Bowman, di- 
rector of the division of psychiatry, Bellevue 
Hospital and professor of psychiatry, New 
York University College of Medicine, as di- 
rector of the Langley Porter Clinic, a new 
psychiatric unit of the Department of Insti- 
tutions and described as “the most important 
psychiatric position in the department.” 
The clinic bears the name of Dr. Langley 
Porter, dean emeritus and emeritus professor 
of medicine of the University of California 
Medical School. 

Both the faculty of the Medical School 
and the Regents of the university as well 
as the Department of Institutions agreed 
unanimously in the selection of Dr. Bow- 
man, who will take over his new duties about 
November 1, 1941. As director of the clinic 
he will also become professor of psychiatry 
in the University of California, where he 
graduated in medicine in 1913. 

Dr. Bowman will be greatly missed by his 
colleagues in the East, but he is to be con- 
gratulated upon the new opportunities the 
San Francisco position will undoubtedly open 
to him, and that city and the State of Cali- 
fornia are to be congratulated upon securing 
his services. 

The best wishes of his associates on the 
editorial board of the JourRNAL go with him. 


INVITATION TO MENTAL HOSPITAL ADMINISTRATORS 


Various problems are pressing themselves 
upon the administrators of mental hospitals 
as a result of the national emergency, with 
reference, for example, not only to the re- 
placement of medical and other personnel 
called to military service, but also to matters 
relating to priorities in construction and re- 
placement and to rising costs of various 
articles purchased for the institutions. 


The Association, desirous of being of 
every possible service to its membership, cor- 
dially invites the administrators and other 
persons engaged in the operation of institu- 
tions for mental patients to send to the Office 
of the Association, 9 Rockefeller Plaza, New 
York City, any suggestions as to how the 
Association may be of assistance to them in 
meeting these problems. 


BOOK REVIEWS 


GrRowING oF BAByHOOD, PROBLEMS OF THE 
PrescHoo. Cuitp. By William S. Sad- 
ler, M.D., and Lena K. Sadler, M.D. (New 
York: Funk and Wagnalls Co., 1940.) 


Popular texts for parents may be divided into 
two contrasting types—one which scares the “liv- 
ing lights” out of the parent by showing him up 
as a miserable -failure, who is responsible when- 
ever anything goes wrong, and the other, which 
accepts the parent as a decent, average human- 
being, who is entitled to a bit of praise and a 
chance to think things out for himself. This book 
belongs to the latter group. The keynote is sounded 
in the first chapter (“The Normal Child”) when 
the parent is informed that “psychologists, psy- 
chiatrists and pediatricians are not the only per- 
sons in the world who are blessed with ‘common 
sense,” and that “parents should retain some 
respect for their own judgment in matters of 
child rearing.” 

The authors repeatedly emphasize that individual 
children differ greatly and that “normal” age per- 
formances are only to be considered in terms of 
averages. Thus “a perfectly normal child may 
vary considerably either up or down from the 
average performance standards.” The respect for 
the individuality and the personal dignity of the 
child is stressed throughout the text. It is reflected 
in such statements as, “It pays to talk things over 
even with a preschool child. He has his own way 
of looking at things. His viewpoint is worthy of 
consideration” (page 9). 

The authors’ aim was to make the text serve as 
a handbook “with definite directions for dealing 
with specific problems.” As a rule, the suggestions 
are practical and expressed in simple, concise 
language. 

There is little tendency to frighten the parent 
by presenting the worst possible outcome of a 
behavior tendency. There is, however, the old 
chestnut that “if society becomes too cold and 
stern, children are tempted to live in their make- 
believe world of fancy, and this, if it persists into 
adolescence, creates the psychologic background 
for later flight from reality—schizophrenia or de- 
mentia precox.” Do average children become 
schizophrenic “if society becomes too cold and 
stern”? Should average parents be told that their 
occasional scoldings or repeated admonitions may 
force their children into an irreversible make- 
believe world? The reviewer doubts the possibility 
of such a grave developmental disaster as being 
the direct result of such common every-day 
handling. 

The authors cite material and include references 
which have been gathered together from the best 
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texts in the English language. A carefully selected 
bibliography and an adequate index are included. 
J. H. Conn, M.D.,, 
Children’s Psychiatric Service, 
The Johns Hopkins Hospital, 
3altimore, Md. 


From Tuirty YEARS WITH Freup. By Theodor 
Retk; translated by Richard Winston. (New 
York: Farrar and Rinehart, 1940.) 


This book of 241 pages consists of diverse 
causeries representing the author’s personal remi- 
niscences and experiences with his master. Reik 
tells us in the Foreword that Freud advised him 
against studying medicine because he had other, 
larger things in mind for him. What the master 
had in mind will be best seen in the following ex- 
cerpts from an introduction to Reik’s work on re- 
ligious rituals, where Freud states: ‘“Psycho- 
analysis was born of medical necessity. It origi- 
nated in the need of helping the victims of nervous 
diseases to whom rest, hydropathy or electrical 
treatment could bring no relief. A striking case 
recorded by Joseph Breuer had aroused the hope 
that the amount of help that could be given to 
such patients might vary directly with the extent 
to which it might be possible to understand the 
genesis, hitherto unfathomed, of their symptoms. 
Psychoanalysis, therefore, though originally a mat- 
ter of purely medical technique, was directed from 
the first, towards new research, towards the dis- 
covery of mechanisms whose nature was concealed, 
but whose effects were far-reaching.” 

Freud then proceeds to give a résumé of his dis- 
coveries, which led from the abnormal to the nor- 
mal aspects of mental life, culminating in his work, 
Totem and Taboo, wherein he showed the marked 
agreement between the psychic lives of the neurotic 
and the savage. This work opened up new vistas 
to phylogeny and erected new guide-posts to myth- 
ology, folklore and anthropology, which were fol- 
lowed up by some of his non-medical disciples like 
Otto Rank, Hans Sachs and the author, all of 
whom richly contributed to the cultural aspects of 
psychoanalysis. 

Taking Totem and Taboo as a basis for research, 
Reik contributed mainly to the psychology of re- 
ligion, wit and guilt. His present book is some- 
what harder to review, because, as already noted, 
it does not follow any clear-cut plan. The author 
records his experiences and impressions in a more 
or less affective and personal manner. Thus, Part I 
deals with memories of Freud and his followers, 
and describes Reik’s last visit to his master. The 
second part consists of an unknown lecture of 
Freud, which the author explains was published 
under his own name at Freud’s express wish. It 
gives a very interesting analysis of a sudden con- 
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viction. Part III treats of “Freud As a Critic of 
Culture,” and consists mainly of Freud’s views on 
religion. “Essays on Diverse Subjects” is the title 
of Part IV, which includes chapters on greeting, 
on the nature of Jewish wit, on the way of all 
flesh, on elliptical distortion and on the echo of 
the proverb. 

For those who have known the master, and who 
are acquainted with his works and with the history 
of the psychoanalytic movement, this book is inter- 
esting only in spots. To others it offers some 
glimpses of Freud’s personality as perceived in 
the light of Theodor Reik. 

A. A. Britt, M.D., 
New York. 


Morat ProsteMs oF MENTAL Derect. By J. S. 
Cammack, S.J. (New York and Boston: 
Benziger Bros., 1939.) 


This is a doctoral thesis and the author has 
done a scholarly piece of work. Being written 
from the English point of view and in reference 
to English law detracts from its interest to the 
American reader. The careful and accurate exami- 
nation of many works on the subjects of responsi- 
bility, heredity, delinquency and mental defect as 
noted by the extensive documentation throughout 
the book attests to the author’s energetic interest 
and eagerness to simplify the complex problem of 
moral responsibility in abnormal mental states. 
He states in the preface that “the present thesis 
is offered as the first section of a contribution to 
the subject of responsibility in abnormal mental 
states.” The author makes a masterful exposition 
of the history and development of the problem 
morally, legally and psychologically. As a theo- 
logian he is particularly interested in the moral 
aspects of the problem and he deplores the need for 
revision of the textbooks on pastoral medicine “to 
bring them into line with recent advances in psy- 
chiatry.” He is especially critical because of the 
lack of treatment in the theological textbooks. It 
is evident, as the author remarks, how pertinent 
it is that the theologian should have a clear under- 
standing of moral responsibility and should be 
able to recognize mental abnormalities influencing 
it in order to wisely absolve his duties “in his 
pastoral office as a confessor where he is brought 
into intimate contact with souls to whom in the 
confessional he is both judge and physician.” He 
states that the purpose of his thesis is to remedy 
the deficiencies of the textbooks by presenting “the 
facts ascertained by the best modern investiga- 
tions—on heredity, moral imbecility and moral 
defect.” 

Coming then to moral responsibility in mental 
disease he quotes the Code of Canon Law in re- 
gard to criminal responsibility. He notes particu- 
larly that “it is interesting to compare this pre- 
cise canonical definition with the involved and 
disputed doctrine of English law as stated in the 
M’Naghten Rules on Insanity.” 

In chapters III and IV he discusses the impli- 
cation of heredity on mental defect. He disparages 
the old theories on the rdle of heredity in mental 


defect and especially the researches on which they 
were based, named the “Nams” and “Jukes” and 
“Kallikaks,” etc. He points out with a convincing 
finger the patent fallacies of their methodology. 
He attacks Dr. Tregold’s theory of germ plasm 
blight (blastophthoria). He quotes the researches 
of moderns who have exploded these theories, such 
scientific men as Durham and Woods, Douglas 
Turner, L. S. Penrose and others, and quotes the 
“Brock” report and other reputable and accredited 
authorities. But, of course, there is nothing new 
here. These theories and researches have been 
discredited by the best modern research for the 
past twenty-five years or more. He marshals 
sound arguments against sterilization as far as he 
goes. On the question of heredity he points out 
that only “a few rare types of mental defect such 
as amaurotic idiocy, etc., are transmitted accord- 
ing to Mendelian ratios—but there is no reliable 
evidence that mental defect in general is trans- 
mitted according to the Mendelian Principles.” 
(But every practicing psychiatrist has seen famili- 
lies in which there is an imposing row of siblings 
all more or less defective and some delinquent 
where one or both of the parents are definitely 
feebleminded. Even though recognizing the short- 
comings of sterilization as a means of stamping 
out mental defect, nevertheless, in such large fami- 
lies where innate hereditary feeblemindedness is 
evident it would seem desirable if some remedy— 
voluntary sterilization—could be applied to pre- 
vent the accumulation of further defectives who 
usually become state wards causing a needless eco- 
nomic drain on the rest of the population.) 

He argues against the proposed English Volun- 
tary Sterilization Bill and remarks on “the Roman 
Catholic Church’s scientific accuracy in its moral 
attitude against sterilization.” He points out 
(footnote p. 87) that the German (sterilization) 
Law of 1933 specifies that “anyone may be steril- 
ized if .... it is with great probability (italics 
by reviewer) to be expected that his progeny will 
suffer .... hereditary disorders. Thus where the 
German law demands ‘great probability’”’—the au- 
thor adds—‘the proposed English Law is satisfied 
if the person is deemed likely to transmit the de- 
fect.” (He does not realize perhaps that in actual 
practice this 1933 sterilization law in Germany 
makes sterilization mandatory after the diagnosis 
is made. The patient has no say in the matter. 
The German law specifies innate feeblemindedness, 
dementia przcox, manic depressive psychosis, epi- 
lepsy and Huntington’s Chorea. It is evident that 
this law does not confine itself only to hereditary 
diseases that are transmitted by Mendelian law.) 

In chapter V the author quotes three cases which 
had been committed as moral imbeciles and says 
“these cases also support the contention that moral 
imbecility in the strict sense does not exist and 
that they were so certified (committed) merely to 
provide for them the care and supervision which 
could not otherwise be obtained.” He states that 
two of them showed mental defect and the third 
was diagnosed at various times as normal and sub- 
normal and finally certified (committed) as being 
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“slightly defective and a moral imbecile.” From 
the description of the cases presented they are 
obviously all three mentally defective. The third 
case, however, has such a high mental rating 
(1.Q. 75 to 85—Binet 12.1 years) that it is evi- 
dent that it might be difficult to have him com- 
mitted as mentally defective within the wording 
of the law. (The same problem maintains in our 
American courts. The judges are reluctant gen- 
erally to invoke this law. Here we occasionally 
commit such a case as a “defective delinquent” 
which in some states (Massachusetts e.g.) makes 
such a case committable by statute for an indefi- 
nite period: i.¢., for life. But in fact, most of 
them are paroled after a few years confinement.) 
Apparently all three cases quoted would have been 
disposable under this statute. In American prac- 
tice the “moral imbecile’—a term of the past in 
England too (Henderson & Gillespie Textbook of 
Psychiatry, fifth edition) is generally designated 
as a “psychopathic personality with amoral and 
asocial trends,” and would generally be held re- 
sponsible for his acts unless it could be shown that 
he was in an acute psychotic state when he com- 
mitted the act. 

In conclusion the author suggests the use of the 
term temperamental defective for this condition, 
quoting Cyril Burt (in The Young Delinquent). 
He launches into a theoretical discussion of this 
concept and endeavors by speculation to determine 
what causes a variant from normal emotionality. 
“Clearly the question of endocrine balance is of 
importance here ... . but it is not the whole ex- 
planation.” He mentions recent experimental work 
on temperament factors as affecting the person- 
ality and conduct. “The most important of these 
factors is ‘p’ or perseveration (‘p’ is a factor vary- 
ing from one individual to another, showing itself 
as a tendency for mental processes to have a cer- 
tain lag or inertia) and this hypothesis is used as 
a tentative suggestion of the ultimate organic basis 
of temperamental defect. It must be emphasized, 
however, that this is only a very tentative sugges- 
tion.” The author wisely qualifies this by stat- 
ing (p. 172) that “it is indeed highly improbable 
that so complex a problem has so simple a solu- 
tion.” He concludes with a discussion of the effect 
of perseveration on character and as a factor in 
temperamental defect which it is suggested is re- 
sponsible for “moral defect.” 

This is a very interesting hypothesis but nothing 
more. The author gives no examples of clinical 
evidence to support it. It would require a thorough 
workup and proof by a large series of clinical cases 
before any conclusion could be drawn or any prac- 
tical results could be hoped for. In the meantime 
the concept “moral imbecility” has practically 
disappeared from use. 

He quotes (in appendix) a list of characteristics 
of high and low “perseverators” from R. B. Cat- 
tell’s book, A Guide to Mental Testing published 
in 1936. There is a very up-to-date bibliography 
under legal, theological, medical and psychological 
headings, also a brief glossary of technical terms 
which is very helpful to the lay reader and student. 


[ Sept. 


The book is very useful as a source book for 
students and very stimulating by its cold logic 
and incisive criticism. 

O. J. RAeper, M.D., 
Boston Psychopathic Hospital, 
Boston, Mass. 


THE MINDs AND NERVES OF SoLpiers. By Edward 
L. Hanes, M.D. (Pasadena, Cal.: The Login 
Press, 1941.) 


Dr. Hanes’ book covers a most timely subject 
and his dedication thereof “To the Military Neuro- 
pyschiatrists of Today” is commendable. The many 
and great variety of problems with which the army 
psychiatrist is confronted are outlined exceedingly 
well but your reviewer is not quite sure that the 
answers thereto are always. fully met and con- 
structive recommendations are too often lacking. 

Possibly too much space is devoted to question 
and answer examinations and many case records 
fail to carry through. The value of these case 
studies would be much enhanced if subsequent out- 
come thereof were described. Much of this in- 
formation we dare say was not available to the 
author but the brief and incomplete presentation 
of the material tends to leave one cold and some- 
what disappointed. 

The style leans most definitely toward the poetic, 
the conclusions are philosophical rather than scien- 
tific, but through it all shines the lovable charac- 
ter of Dr. Hanes, personally known to the 
undersigned. 

While this review may seem hypercritical on the 
destructive rather than the constructive side, we 
trust it will be accepted in the spirit in which it 
is intended, and we believe the good doctor has 
made a contribution to psychiatry in publishing his 
interesting experiences at this particular time. 

Harry A. STEcKEL, M.D., 
Syracuse Psychopathic Hospital, 
Syracuse, N. Y. 


Your MENTAL HEALTH OR BETWEEN MENTAL 
HEALTH AND MENTAL DisEAseE. By B. Liber, 
M.D., Dr. P. H. (N. Y.: Melior Books, 
1940. ) 


In spite of the chorus of approving voices as 
quoted in the publisher’s preface, one cannot help 
but be disappointed in this book. Written avowedly 
for the layman and the non-psychiatric physician, 
its style is popular, even journalistic; much of it 
reads as if it had been transcribed hastily from 
lecture notes. Authorities or scientific studies are 
seldom quoted and the author’s own opinions are 
set forth dogmatically, as if they were facts ad- 
mitting of no question. Many pages are occupied 
with case histories, which, compressed as they 
necessarily are; often give a false impression as 
to the seriousness of the condition and the amount 
of time and effort necessary to effect any improve- 
ment, not to say cure. In the Introduction the 
causes of mental diseases are listed, including such 
things as “lack of attention, deaths in the family 
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tions) ; hereditary lack of sociability; commercial 
competition; and chronic constipation, which the 
author describes as a form of intoxication, and 
which he regards “as a cause or contributory cause 
of the most destructive diseases, mainly physical, 
but also mental... .” (p. 366). 

Though the theme of the book, as stated a num- 
ber of times, is the borderline or what the author 
calls the transition case—which he evidently con- 
ceives as a stage between mental normality and 
abnormality which can be checked in mid-career, 
so to speak—there is a long discussion of child 
upbringing, a section on feeblemindedness and one 
on schizophrenia. The discussion of feebleminded- 
ness is especially confusing; here again, as in so 
many places, the author tries to include so much 
that one is left without any clear idea as to 
modern theories and methods of treatment and 
training in cases of mental defect. 

A great deal of space is devoted to sex matters, 
including sex education. Masturbation, impotence, 
homosexualism, incest and marital troubles are 
treated, each introduced by a brief discussion fol- 
lowed by case histories. Though many good 
points are made and wholesome advice given, the 
lay reader especially is not likely to get any well- 
rounded view of the subject so that he may have 
a basis for judging his own difficulties. 

Other sections discuss Confusing Conditions; 
Body and Mind; Public Enemies—under which 
are described briefly the various types of abnor- 
mal persons who may be found driving cars; De- 
pressions; Psychoneurosis: Nosophrenia; Alco- 
hol; Fear and Suggestion; Poverty, Work and 
Mind; and Mental Health—Prevention and Treat- 
ment. A supplement contains two papers of the 
author’s read before medical societies, together 
with abstracts of the discussions. 

There is much good material in the book but it 
is sadly in need of editing, after which it might 
emerge as a very useful volume in mental hygiene. 

WINIFRED V. RicHMoND, M.D., 
Saint Elizabeths Hospital, 
Washington, D. C. 


THE Doctor AND THE DirFFIcuLT CHILD. By 
William Moodie, M.D., F.R.C.P., D. P.M. 
(New York: Commonwealth Fund, 1940.) 


This small book addressed to pediatricians, child 
guidance clinic workers and others actively inter- 
ested in the problems of children’s behavior, is a 
valuable summary of the work of a man who has 
for many years been a leader in the field of mental 
hygiene and child guidance. Avoiding professional 
terminology and attached to no specific psychi- 
atric school, it sets forth clearly and succinctly 
the author’s approach to various problems in terms 
of the particular individual with whom he deals 
and the complaint for which that individual has 
been referred. No system of rigid classification is 
laid down; problems are loosely grouped and dealt 
with on the basis of the author’s extensive experi- 
ence with more or less similar individuals and 
complaints previously encountered by him. 


Two sections divide the book into examination, 
evaluation of the problem and treatment in gen- 
eral; and treatment of specific complaints such as 
stealing, “nervousness,” enuresis, sex problems and 
many others. Included in every case is a study of 
the physical as well as the psychological and envi- 
ronmental factors presented, and an attempt is 
made to do justice to each of these factors in the 
final disposition of the case. 

Many helpful and practical points in evaluation 
and management appear throughout the book, which 
can be wholeheartedly recommended to all per- 
sons interested in the “average” behavior of chil- 
dren and its major and minor deviations. 

MABEL WILKIN, M.D., 
Children’s Psychiatric Service, 
The Johns Hopkins Hospital, 

Baltimore, Md. 


SEGUNDA REUNION DE LAS JoRNADAS NEURO- 
Pstgu1ATRICAS PANAMERICANAS. Tomo II. 
Publicadas por Honorio Delgado y J. O. 
Trelles. (Lima: Talleres Graficos de la Edi- 
torial “Lumen.” 1941.) 


This is the second volume of the transactions 
and contributions of the second Neuropsychiatric 
Panamerican Congress, held at Lima, Peru, March 
20-25, 1939. The first volume was reviewed in 
this JouRNAL, March, 1940. 

The present volume contains a series of informa- 
tive addresses by delegates from the various coun- 
tries of the Western Hemisphere, epitomizing the 
activities and interests in the mental health field 
in their respective countries. There are included 
numerous, photographs of Latin American psy- 
chiatrists which help us in this part of the world 
to feel better acquainted with our colleagues to 
the South. 

Papers on a great variety of neurological and 
psychiatric topics (the latter slightly predominat- 
ing) make up the body of the volume. There is 
also a section on medicolegal subjects. A large 
number of contributions deal with pharmacologic 
shock therapy, from both clinical and experimental 
standpoints. Dr. Horatio Pollock, one of the 
American delegates to the Congress, reported on 
the work in this field in the New York state 
service. 

The volume is illustrated and indexed, contains 
photographs of various sessions and special groups 
and places visited, not neglecting the archaeologi- 
cal treasures of Peru. 


Psycuratric Dictionary. By Leland E. Hinsie, 
M.D., and Jacob Shatzky, Ph.D. (London, 
New York, Toronto: Oxford University 
Press. 1940.) 


A dictionary always is, or should be, a fascinat- 
ing book to read. Word symbols and the meanings 
and unmeanings attaching to them are indices of 
the vagaries of the human mind. One difference 
between a psychiatric dictionary and the dictionary 
of common speech is that the former contains so 
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many more words than meanings, at any rate 
precise definitions of actual data currently and 
commonly recognized. This very circumstance 
makes it desirable that the student should have 
a special dictionary to turn to in addition to his 
general medical lexicon, which cannot be expected 
to include all the terms encountered in the litera- 
ture of the mental sciences. Again, from school 
to school, from country to country, from period 
to period variations in usage are such that a special 
work is needed to take account of them. The 
psychiatric dictionary must be not only an up to 
date vocabulary but also a dictionary of antiquities 
and a museum of curiosa. 

Tuke’s Dictionary of Psychological Medicine ap- 
peared in 1892, “the first of the kind which has 
been attempted,” according to the editor. It was 
a more ambitious undertaking than the present 
work, nearly three times as bulky, representing 
the efforts of a long list of contributors and was 
issued in two volumes. It is really a text-book as 
well as a dictionary; as an illustration of its en- 
cyclopedic treatment, 28 pages are devoted to the 
topic “Criminal Responsibility.” 

The volume under review comprises 559 pages, 
some 7500 title-entries and is said to contain “all 
important terms and concepts used during the 
span of time approximately since Hippocrates up 
to our own days.” Dr. Hinsie is responsible for 
the definitions and Dr. Shatzky for the philological 
part of the work. 

It is interesting to compare these two diction- 
aries, separated by half a century, with respect to 
the treatment of individual topics. “Suicide” is 
dealt with by Tuke in a 16-page article wherein 
are set forth the history of self-destruction, its 
frequency, prevalence in various countries, factors 
involved, methods employed, relation to the sey- 
eral forms of mental illness, etc. In the present 
volume there is little more than a definition, with 
the added opinion that suicide is really an act of 
aggression, “to the point of killing,” toward some 
one else. 

The term “dementia przecox” does not occur in 
Tuke (the word “schizophrenia” had not yet been 
invented), but there is brief reference to “primary 
dementia” which is frequently seen “in young per- 
sons of feeble mental development, often as an im- 
mediate result of mental shock.” In Hinsie and 
Shatzky the subject is well covered under both 
titles by which the condition is currently known. 

In the older volume, under the heading “Pa- 
thology,” is given a 26-page summary of the mor- 
bid anatomy of the nervous system, with a separate 
section, “Specimens of brain or cord for micro- 
scope,” outlining the laboratory techniques of the 
day, with use mainly of carmine, Weigert, and 
Ehrlich’s triple stains. The later enormous de- 
velopment of neuropathology places it quite beyond 
the range of a dictionary. Accordingly the word 
“neuropathology” is not found in the book under 
review; absent likewise for the most part are 
terms relating to neuropathology or neuroanatomy. 


It is obviously difficult to draw the line; glioma is 
defined, but not neuroglia; meningitis, but not 
meninges (pia mater is included, but not dura 
mater). Metabolism is mentioned, but not home- 
ostasis. 

A feature of the new dictionary is the generous 
quotation from contemporary authors to illustrate 
the use of terms. This is of value and often very 
helpful. There is however a strong overweighting 
with quotations from Freudian literature and the 
impression is frequently conveyed that the Freudian 
interpretation is the authentic or only one. This 
hardly seems in keeping with the neutral catholicity 
which one may assume should characterize a dic- 
tionary. “Empathy” is a good English word cor- 
responding to Einfiihlung to which Lipps in his 
textbooks on psychology and esthetics devoted 
extended discussions. The present volume defines 
empathy “from the standpoint of psychoanalysis” 
and no other, which leaves much to be desired. 
There are instances also in which the allotment 
of space seems curiously disproportionate. Two 
columns are taken up with discussions of “penis- 
envy,’ “penis-lack,” “penis-pride,”’ which can be 
of no particular significance outside the frame- 
work of Freudian ideology. “Incubus” and “suc- 
cubus,” classical concepts of considerable interest, 
are inadequately defined, without differentiation, 
in half a dozen lines. “Sinistrosis” is disposed of 
with a single word—“shell shock.” The inappro- 
priateness of the latter term is not mentioned. 
“Unconscious” is discussed through three columns, 
but the primary and commonly understood mean- 
ing, namely, absence of consciousness, is not 
recorded. 

The assemblage of the material in the Psychi- 
atric Dictionary represents certainly a vast amount 
of work, and students of the mental sciences will 
be grateful to the authors. One will probably 
encounter few terms in current reading which are 
not here accounted for. He will also find multi- 
tudes of verbal curiosities—words obsolete, obso- 
lescent, and not yet obsolete—which have made 
the psychiatric lingo the object of many an ir- 
reverent allusion. One may question however the 
prefatory statement that “all important terms 
; . since Hippocrates up to our own days” are 
to be found in this book. Turning a few pages at 
random, some of the terms one fails to locate are: 
electroencephalography and its derivative expres- 
sions, handedness, laterality, semantics, conjugal 
psychopathy, pathotropic, messiah complex, pre- 
ponderant idea, forensic psychiatry, risus sar- 
donicus, carezza, geriatrics, gerontology. But the 
Dictionary is a remarkable and welcome contribu- 
tion to the study of the language which is or has 
been used to express psychatric thought which is 
no more exempt from fumbling and wandering 
than that of other disciplines; indeed none per- 
haps exceeds it in this frailty unless it be the 
physicist turned mystic, who chafing at the bounds 
of the cosmos, taints his scientific discussion with 
speculation on the Great First Cause. 


C. B. F. 
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IN MEMORIAM 


LLOYD VERNON BRIGGS, M.D., 
1863-1941 


THE AMERICAN JOURNAL OF PsyCHIATRY 
deeply regrets to record the death on Febru- 
ary 28, 1941, of Dr. L. Vernon Briggs, for 
many years a Fellow of The American Psy- 
chiatric Association and a dynamic figure 
in the field of psychiatry. 

Graduating from the Medical College of 
Virginia in 1899, Dr. Briggs entered the 
psychiatric field and during his entire life 
was an active force for the improvement of 
the care of the mentally ill in Massachusetts, 
and indeed in the entire country. He was 
secretary of the Massachusetts State Board 
of Insanity from 1913 to 1916 and during 
that time was instrumental in drafting a 
number of laws relative to state hospital 
administration, notably the Massachusetts 
Non-Restraint Law. He served actively in 
this country and abroad during the World 
War, and from the time of his return to 
civilian life until his death he was energetic 
in promoting the welfare of the World War 
disabled. In this connection he was active 
in the American Legion and served as a 
member of the Medical Council of the 
United States Veterans Administration. 

Dr. Briggs was greatly interested in the 
applications of psychiatry to criminal pro- 
cedure and is perhaps best known as the 
author of the justly famous Briggs Law of 
Massachusetts, one of the most progressive 
bits of legislation yet enacted. This law pro- 
viding for the automatic examination of 
certain classes of persons held for trial was 
enacted in 1921 and has served as a model 
for similar legislation in several other states. 


Dr. Briggs had been active in the National 
Committee for Mental Hygiene, the Ameri- 
can Institute of Criminal Law and Criminol- 
ogy, and had been president of the New 
England Society of Psychiatry and the Mas- 
sachusetts Psychiatric Society. He was a 
member of the Société Medico-Psychologi- 
que (Paris) and an honorary member of 
the Royal Medico-Psychological Society of 
Great Britain. He was the author of a very 
considerable number of books, among them: 
The Manner of Man that Kills, History of 
the Boston Psychopathic Hospital, and the 
Genealogy of the Cabot Family in America. 
He had been a member of the American Psy- 
chiatric Association since 1907 and had 
served as chairman of the Committee on 
Legal Aspects of Psychiatry. At the time 
of the Boston Meeting in 1933 he acted as 
chairman of the Committee on Arrangements 
following the death of Dr. George M. Kline. 

Dr. Briggs was throughout his life a cham- 
pion of the under-dog, and a staunch and 
steadfast fighter for improved standards in 
the care of the mentally ill. It was typical 
of the man that one of his very last acts 
before his sudden death in Tucson, Arizona, 
was the completion of a letter to the Gov- 
ernor of that State making concrete and 
vigorous recommendations for the improve- 
ment of the Arizona State Hospital. The 
presence and the activities of Dr. Briggs in 
promoting the welfare of the mentally ill 
will be greatly missed in Massachusetts. 

WINFRED OVERHOLSER, M. D. 
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